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NEW YORK CITY. 

With the advance in other branches of medicine in 
ihe past few years, otology and laryngology with their al- 
lied branches have fully kept pace. The otologist has 
made kimself not only master of the indication pointing 
toward the involvement of disease in the adjoining sin- 
uses, and in the cranial cavity, but the technics of oper- 
ative procedure have been fully mastered, so that what 
was formerly done occasionally by the general surgeon, 
or more frequently was entirely unrecognized, is now 
promptly discovered and attended to by him. 

In laryngology, intubation of a gradual nature by 
Schriter’s tubes, or the O’Dwyer tube, has taken the 
place of tracheotomy in acute stenoses, while in the more 
chronic forms both tracheotomy and intubation may be 
required. In cases where a preliminary tracheotomy 
has been performed, the retention of the intubation-tube 
has been found to be frequently impossible. For such 
eases the ingenuity of Dr. John Rogers of New York 
City has come to the rescue with a most excellent and 
serviceable device. It consists of having a threaded open- 
ing made into the tube directly, opposite the tracheal 
opening, and into this opening if screwed a solid hard- 
rubber tube which remains and absolutely prevents the 
tube from being coughed out. I have had most gratify- 
ing results from its use. The endolaryngeal method of 
removal of growths still betokens the greatest skill in 
the laryngologist. The curette has entirely taken the 
place of the cautery in the treatmentof follicular pharyn- 
vitis, and the use of gargles for pharyngeal affections is 
shown to be rarely of avail. 

In the treatment of nasal affections the greatest ad- 
vance has been in the more conservative treatment of 
that hitherto abused organ. The various synechie and 
subsequent sufferings occasioned by the indiscriminate 
use of saw and cautery have resulted in their practical 
‘isuse. There are many rhinologists whose saws are now 
icumulating the dust of time and whose galvanocautery 
‘ps rarely feel the glow of heat. The “beautiful results 
»' the cautery of the inferior turbinate,” as they have 
veen termed, are now produced by other methods, pain- 
“’s, prompt, and free from subsequent discomforts. 

: “Many a nasal or pharyngeal mucous membrane has 
“cn practically ruined by the indiscriminate use of the 
“tery or knife for the relief of existing disturbances, 
‘ic sole object apparently being to give space regardless 
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of the destruction of tissue. Had the treatment been di- 
rected toward the true cause, the nasal mucosa would 
have remained intact and after the relief of the conges- 
tion the individual would have left a normal secreting 
mucous membrane.” This statement, just quoted, is 
from a very recent and valuable paper by one of our 
own members, and coincides exactly with my own ex- 
perience. Whatever of good there might have been in 
some carefully selected cases by the use of the cautery 
was more than counterbalanced by the greater harm that 
was occasioned by promiscuous applications and in 
hands unskilled. Even in practiced hands it often hap- 
pened that parts not intended to be touched were fre- 
quently the recipients of the sears of the cautery. 

To acknowledge former errors is part of our duty and 
it is distinctly an advance when safer methods take the 
place of former crude ones. These are some few of 
the advances that have been made in our work; to men- 
tion all would be to review the whole literature of the 
past few years, a task that would be onerous to me, and 
also to you to be compelled to listen. 

From time immemorial it has been the custom of 
physicians to present the results of their brain-work, 
whether it be in the shape of a new remedy, a new in- 
strument or a new operation, freely to the profession, 
and without expectation of reward. We have come to 
accept these offerings quite as a matter of fact, for each 
of us would do the same. We are often not only indif- 
ferent, but we find fault with or try to improve on the 
original. Our praise, when it is bestowed, is apt to be 
faint, far too faint. Can we say now that we did all we 
should have done for our fellow countryman, O’ Dwyer? 
His instruments and his labor will live though he has 
passed away; some fitting memorial will be erected to 
commemorate his genius and the triumph of an Ameri- 
can physician, but how much grander and nobler it 
would have been had it been given in his lifetime! Since 
his too early demise we learn that so great a benefactor 
to his race, and so competent a physician, always had 
with him the carking load of care in the struggle for 
existence, and that he died practically a poor man. Oh, 
that we might have done better! 

Wilhelm Meyer, to whom the world owes so much, 
had some credit in his lifetime, and a monument to his 
memory has been erected by the contribution of chil- 
dren from all over the world, and yet, so matter of fact 
are we that I once heard a physician say that he would 
not attend a certain meeting at which a paper on aden- 
oids was to be read because someone was sure to mention 
Wilhelm Meyer and he was “sick of it.” 

It is not so many years ago that a young medical 
student at Vienna discovered the effects of cocain. How 
much human suffering has been saved by its use, what 
a boon it has been to humanity, you know full well. 
What commensurate credit in his birthplace or in the 
land of his adoption has its discoverer received? None 
that I know of. 

At a recent meeting of a large medical society, a 
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speaker said that he objected to the naming of a disease 
or a symptom after its first investigator because 1t was 
puzzling to the student of medicine, and hence he ob- 
jected to such terms as Basedow’s disease, Colles’ frac- 
ture, ete. 

These few instances of many that might be cited give 
ample proof that we are far too lukewarm and too chary 
in our praise. In the last instance here quoted, with- 
out taking the speaker too seriously, I would say that 
his remarks should be positively condemned. I am not 
aware that the medical student seeks our solicitude, but 
if he does, it will be in vain, for we were able to cope 
with such things, nor is he any better than the student 
of chemistry, botany or astronomy for instance. A new 
chemical, a new flower or planet bears the name of its 
discoverer, why not an instrument or a disease? 

Instead of indifference, would it not be better then if 
we cultivated “that most aristocratic of all virtues,” 
appreciation? Why should we, like the proverbial re- 
public, be ungrateful? If it were known that as a recom- 
pense for the obedience to duty that requires a medical 
man to give freely all that he knows for the benefit 
of mankind to his professional brethren, he would always 
receive the grateful and substantial plaudits of his col- 
leagues, what an incentive to thorough work that would 
be. If, after careful investigation, it was found that 
his work was of such a nature that he was a benefactor 
to his race, a credit to his profession and to his country, 
some commensurate action should be taken in apprecia- 
tion thereof. There is precedent enough for this. 

While every soldier and sailor does his duty, yet we 
hail the returning hero with loud acclaim. His name is 
on every tongue, his deeds are sung in poetry and prose, 
we weave garlands to place upon his brow, we present him 
with swords and gifts innumerable and nothing is too 
great for us to do. The most facile pens describe his 
very action and his heroic deeds. What of the doctor? 
Are his deeds any the ‘less heroic because unsung? 
Is his bravery any the less than that of his brother at 
arms who stands undaunted *mid shot and shell? The 
bravery that fights the unseen foe in the most dreaded of 
all contagious diseases is every bit as great in him as 
in the other. No one is there to chronicle, and none 
stands ready to cheer and encourage—only duty, nothing 
more. Marble is enduring, and much may be placed 
thereon, but the eye that its words would gladden most 
sees it not, nor do his pulses thrill at its laudatory words, 
and no smile of gladness can they evoke. How 
much better it would be if we showed our gratitude dur- 
ing his lifetime. How amply rewarded such a one would 
feel to receive the plaudits of his brethren—the most 
competent of judges. What a gratification it would be 
if, when we acted thus, we saw how lastingly happy we 
had made him as we said, “Well done, thou good and 
faithful servant.” With such incentive then, there 
would be no temptation to cease doing good work, for 
all would know that there is something still better to be 
had than is conveyed by the meaningless phrase, “Virtue 
is its own reward.” : 


GERMANY is about to establish a school for the study 
of tropical diseases in Hamburg. The Medical Faculty 
of Berlin, led by Prof. Koch, desired the institution lo- 
cated at Berlin as a department of the Institute for In- 
fectious Diseases. The Government, however, is of the 
opinion that from the fact that as Hamburg nearly al- 
ways has patients from the tropics in her hospitals suf- 
iering from diseases which are of purely tropical nature, 


‘ it would be a preferable location. 


Jour. A. M. A. 


NEUROLOGY AND PSYCHIATRY.* 
PROGRESS THEREIN FOR THE YEAR. 
CHAIRMAN’S ADDRESS. 


BY FREDERICK PETERSON, M.D. 
NEW YORK CITY. 

There is but one excuse to offer you for the infliction 
of an annual address at a Section meeting, and that is 
that it is a requirement of the By-Laws, from which | 
quote as follows: 

The chairman of each Section shall prepare an address on 
the recent advancements in the branches belonging to his Sec- 
tion, including suggestions in regard to improvements in 
methods of work, and present the same to the Section over 
which he presides, on the first day of the annual meeting. The 
reading of such address not to occupy more than forty min- 
utes. 


I shall endeavor to fulfill the obligation thus placed 
upon me, to your satisfaction, by making the address a 
very brief one, for I shall be especially careful not to 
avail myself of the dangerous prerogative of occupying 
forty minutes should I so choose. Since I am required, 
in addition to presenting to you the facts of recent prog- 
ress in our branch of medicine, to include “suggestions 
in regard to improvements in methods of work,” I shall 
include just one such suggestion, viz., that the annual 
address referred to be herafter dispensed with or cur- 
tailed to remarks not to occupy more than five minutes. 
I think this a very reasonable suggestion. An annual 
address which touches upon “recent advancements” in 
medicine in a general way is proper for the entire body 
of physicians here gathered together in one great organ- 
ization, but for the Sections themselves, which are here 
for the summing up and discussion of the work of their 
members during the year, an annual address is unneces- 
sary as well as prodigal of precious time. The chairman 
who would attempt to present to the members of this 
Section an epitome of the work done in neurology and 
psychiatry for one year would have a vast and wearying 
labor to perform, even in collecting the titles only of the 
many contributors in these subjects, for I am informed 
that there are some thirty-five hundred articles, pamph- 
lets and books relating to our special line of work now 
issued yearly. Shoul@the chairman desire to present a 
review to date of a somewhat new subject, such as, let us 
say, the cytology of the nerve-cell, he would have to ex- 
amine four hundred different contributions, books and 
journal articles by two hundred and eighty authors, in 
order to write an exhaustive critique of nervous cytol- 
ogy. I have gathered together here, however, in lieu of 
such an athletic study, and merely to indicate the ex- 
traordinary activity of workers in our domain at the 
present day, a bibliography of neurology and psychiatry 
and allied subjects for the year 1898 and this early part 
of the year 1899. I have limited this bibliography to 
books of over fifty pages. The innumerable pages and 
articles in medical periodicals are not included. I have 
the list here, but will spare you the weariness of hearing 
the titles read. Suffice it to say that there are two hun- 
dred and one books under the following headings : 


Anatomy of the Nervous System, Human and Com- 


Anatomy and Physiology of the Nerve-Cell....... 12 
Criminal 
General Relation of Mind and Body.......-.e0e0. 11 


*Presented to the Section on Neurology and Medical Jurisprudence, 
at the Fiftieth Annual Meeting of the American Medical Association, held 
at Columbus, Ohio, June 6-9, 1899. 

1 Bibliography of the Cytology of the Nerve-Cell. Smith Ely Jellife,M.D. 
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Special Psy chology and Sexual Psychology....... 21 


8) RBLIOG@RAPHY OF NEUROLOGY AND PSYCHIATRY AND 
ALLIED BRANCHES, JAN., 1898: MAY 1, 1899.* 


«Including works of 50 pages and over. Citations which are not 

dated appeared in 1898, those of 1899 are so noted. 
ANATOMY—HUMAN AND COMPARATIVE, 

3oari, E.: Elementi di anatomia, semeiologia e diagnostico del sis- 
tema nervosa. Vol. i. Bologna. 1899, Pp. 344. 

Edinger, L.: Untersuchungen tiber die vergleichende Anatomie des 
Gehirns. 4. Studien iiber das Zwischenhirns der Reptilien. Frankfort. 

9, 
G: F Anatomie des Frosches, 1. vom Nervensystem, 1899, 

Davies, H.: The Cerebellum. London. 

Gegenbauer, C.: Vergleichende Wirbelthiere. Leipzig. 


Vol. i. Nervensystem, 

Kolster, R,: Uber das Ruckenmark einiger Teleostier. Hirschwald. 
1899, Pp. 88. 

Smith, G. S.: The Brain in the Edentata. London, 1899, Pp. 11s. 

Flatau, E.: bane des menschliche Gehirns und des Faserverlaufes, 
Berlin. 1898. 

Flatau und Jacobsohn: Vergleichende Anatomie des Gehirns der 


Sauethiere. Karger Berlin. 1899. Pp. 1000. c 
Boyce, R.: A Contribution to the Study of Some of the Decussating 
Tracts of the Mid and Inter-brain. London. 1899, Pp. 482. 
Barker, L. F.: Structure of the Nervous System. Appleton. 
Fusari: Loe. cit. (General Relation of Mind to Body.) 
Edinger: Loc. cit. (Nerve-cell.) 
ANATOMY—GENERAL, 
Jacob, C.: Sistema nervosa. Tr. into Italian, Milan, 1899. 
Edinger, L.; Lezioni sulla struttura degli organi nervosi centrali. 
Italian translation. Milan. 1899. P., 436. 


NERVE-CELL, ANATOMY AND PHYSIOLOGY 

Biihler, af Untersuchungen iiber den Bau der Nervenzellen. Wurz- 
burg. Pp. 1 

Wht chew J.: Etude sur les principes et les — de la phy- 
siologie et de la pathologie cellulaire. Paris. 

Deyber, R.: Etat actual de la question de cabana nerveux. 
Paris. Steinheil. Pp, 127. 

Goldscheider and Flatau, E.: Normal und pathologische Anatomie 
der Nervenzellen. Berlin, Fischer. Pp. 144. 

Edinger: Bammel Bericht tiber 1897-1898—Schmidt’s Jahrbucher. Ap. 
1899, 204, Vol, 262, 

BEAIN. MORPHOLOGY, ANATOMY AND PHYSIOLOGY. 

Bechterew, von: Die Leitungsbahnen im Gehirn und Ruckenmark. 
Tr. R. Weinberg, 2ed. Leipzig. Georgi. Pp. 
‘ nen F.: Beitriige zur Entwickelungeschichte des Gehirns 
Nagele 

Manouvier,, L.: Le cerveau; Morphologie générale, Anatomie com- 
paré, Richet’s Dict. de physiologie. 

Mendelssolin, M.: Physiologie du cervelet. Richet’s Dict. de physiol- 
ogie. Paris. Alean. 

Nebelthau, Gehirndurchschnitte zur Erlautering des Faserverlaufs, 
Wiesbaden. Bergmann. Pp. 81. 

Bechterew, von: Bewusstein und Gebirnlocalisation. 
Winberg. Leipzig. Georgi. Pp. 50. 
> a P.: Etudes sur les cerveau. Tr. L. Levi. Paris. Vigot. 
p.2 


1899. 


Deutsch. R. 


Fe auc Loe. cit. (General Relation of Mind and Body.) 


GENERAL NEUROLOGY, 
Brissaud, E,: Legons sur les maladies Nerveuses. Masson, 1899. 
Gilles de la Tourette: Lecons de clinique thérapeutique sur les mala- 
dies du systeme nerveux. Nourritet Cie. 1898. . 482. 
Raymond, F.: Le¢ons sur les maladies du systeme nerveux, O. Doin, 


Pp. 760, 
‘ Gowers, W. R.: A Manual of Diseases of the Nervous System. 3 ed, 
Meg i. Diseases of the Nerves and Spinal Cord. Churchill. 1899. Pp. 


u. Singer: Die Neurologie des Auges. Vol. i. Bergmann. 
Edwards, F. G.: Contributions a l'étude la paralysie spinale aigu 
de adult et de sanature, Paris. 1898. Pp. 8 
Bullet, V.: De la paralysie bulbo-spinale ihe ou “Syndrome 
@Erb.” Paris. Pp. 92. 
iain — A.: Patologia della cauda equina e cono terminale. Pisa. 
Ciaupp, O.: Ueber Myoklonie. Tubinge 
Liebmann. A.: iiber land 2 heft. Cob- 
entz. 1898. Pp. 104 
on Se E.: Les voies centrales de la sensibilité générale. Steinheil. 
p. 
W: nani W, and Stolper, P.: Die Verletzungen der Wirbelsaule und 
es Riickenmarks, Enke. 1899. - Pp. 
Ky mg B.; Methods of Staining the Nervous System. Trans. Glas- 
oe Ramon y Cajal S.: El Sistema nervioso del hombre y de los verte- 
rados, Madrid, 1897- 1898. Pp. 464. 
Meer: S.: Die Functionen des Centralnervensystems und ihre Phy- 
a nese, 3 Abth. Die wirbellosen Thiere. Brunswick. Vieweg. Pp. 


Tuke, D. 


in Healt) H.: Illustrations of the Influence of the Mind on the Body 
ealth and Disease. mass to Elucidate the Action of the Imagin- 


-udedit. London 
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. Cohn, T.: Leitfaden der Electrodiagnostik und Electrotherapie, 
arger. 
Pechoutre, F.: Lesions medullaires dans le tetanos. Paris. Pp. 101. 
Brigida, V. : Anatomia patologica del sistema nervosa preceduto da 


cenni sui processi morbosi e cadavrici compendiata dalle lezisne. One- 
glia. 1898. Pp, 284. 

Krafft-Ebing, R. : ee aus dem Gebiet der Psychiatrie und neu- 
ropathologie. Barth. Pp. 245. 

aas, K.: Die Augenerscheinungen des Tabes dorsalis und der multi- 

plen Sklerose. Halle. Marhold. . 129. 

Collet, F. ao Les troubles auditive des maladies nerveuses. Paris. 
Masson, Pp. 1 


Head, H.: Die Sensibilitiitsstirungen der bei Visceralerkrank- 
ungen, Tr. W. Seiffer. Berlin. Hirschwald. Pp. 350 
Schmidt-Rimpler, H.: Die Erkrankungen des Auges in Zusammen- 
hang mit anderem Krankheiten. Nothnagel’s Specielle Therapie, ete. 


ksk 


‘Schwarz, O.: Die Bedeuting der AugenstOrungen fiir die Diagnose der 
Hirn und Ri erlin. Karger. Pp. 110. 

Braun, H.: Ueber die experimental durch chronische. Alkoholintox- 
ikation hervorgenufenen Veriinderungen im zentral und periperen 
Nervensystem. Tubingen. 1899. Pp, 98. 

oeb,J.: Einleitung in die vergleichende Gehirnphysiologie und verg- 
leichende Psychologie mit besonderer Berucksichtigung der Wirbellosen 
Thiere. Barth. 1899, Pp. 207, 


MENTAL AND GENERAL NEUROLOGY. 


Adamkiewicz, A.: Die Functionstorungen des Grosshirns. Hannover, 
Koliner. Pp. 242. 

Adamkiewicz, A.: Die Kreislaufsorganen in den Organen des Central 
nervensystems. Hannover. 


Althaus, G.: On Failure of Brain Power (Encephalasthenia). Its 
Nature and Treatment. 5th edit. Longmans 

Andre, G.: Etudes neuropathologiques. Paris, Doin. _ 160. 

Bailey, P.: Accident and Injury. Appleton. N.Y. Pp. 

Beevor, C. E.: Diseases of the Nervous System, kt wo Lewis. 
Pp. 447, 

Church, A. and Peterson, F.: Nervous and Mental Diseases, 
delphia. Saunders. Pp. 600. 1599. 

Congrés International de Neurologie, de Psychiatrie, ete. Paris. 
Alean, Pp. 228,226, 77. 3 parts. 

De Sanctis, S.: Contrasti psichici e inhibizione cerebrale. 

Fere, C.: La famille neuropathique. 2ed. Paris. Alcan. 

Fernandez M.: Las neuroses del corazon. Saragossa. Pp. 89, 

Gamblin, G.: De la tarsalgie dans ses relations avec les troubles du 
systeme nerveux. Paris. Steinheil. Pp. 63. 

Gerest, J. M.: Application de la théorie des neurones a l’etude des 
affectiones nerveuses systematiques. Lyons. Rey. p. 395, 

Gerest, J. M.: Les affections nerveuses syst¢matiques et la théorie 
des neurones. Paris. Bailliere. Pp. 255. 

Goldscheider, A. Die Bedeutung der Reize fur Pathologie und Ther- 
apie im Lichte der Neuronlehre. Leipzig. Barth. 

Jaresbericht iiber die Leistungen und Fortschritte _ den Gebiete 
der Neurologie und Psychiatrie. Karger. Berlin. Pp. 1508 

Loomis, A. L. and Thompson. W. G.: A System of Practical Medicine. 
Vol. iv. Diseases of the Nervous System and Mind. N. Y. Lea Bros. 
Pp. 1120, 

Mills, C. K.: The Nervous System and its Diseases. Lippincott. 
Philadelphia. Vol. i. Pp. 1056 

Mobius, P.J.: Vermischte Schriften. 5th heft. Leipzig. Barth. Pp.17. 

Oppenheimer, H.: Lehrbuch der Nervenkrankheiten fiir Aertzte und 
Studirenden. 2 ed. Karger. Berlin. Pp. 999. 

Pick, A.: Beitriige zur Pathologie bei pathologische Anatomie des 
Centralnervensystems. Berlin. Karger. Pp. 

Robin, A. (Ed.): Traité de thérapeutique 
syst¢me nerveuse. Paris. Rueff. Pp. 

Sommer, R.: Lehrbuch der psycopathischen Unt hung thod 
Berlin. Pp. 399. 

MEDICAL JURISPRUDENCE, ETC.—LEGAL MEDICINE. 
Gribble, J. D. and Hehir, P.: Outlines of medical jurispradence for 


Phila- 


Milan. 


Maladies du 


India. 
Von Hoffmann, E,; Atlas manual de médecine legale. French Trans. 
Paris. 1899. Pp. 169. 


Von Hoffmann, E.: Atlas Manual of Legal Medicine. English by 
F. Peterson. Saunders. 1899. 

Schuldheis, G.: Medicolegal studies. Swedish. Upsala. Pp. 264. 

Albint, D.: L’aborto criminoso nel diritto penale e nella medicina 
legale con cenni di storia, etmografia e statistica. Roma. 1898. Pp. 295. 

Handen, 8.: Haandbog i Medicinallovgivning. Kopenhagen. 1898. 

205, 

™ Angiolella, G.; Manuale di antropologia criminale ad uso dei medici 
e degli studenti ai medicina e giurisprudenza. Vallardi. 1898. Pp. 335. 

Clevenger, 8. V.: — J —— of Insanity or Forensic Psy- 
chiatry. New York. Pp. 142 

CRIMINAL ANTHROPOLOGY, ETC. 

deFleury, M.: L’ame ducriminal. Alcan. Pp. 192. 

Aletrino, A.: Twee opstellen over criminalle anthropologie. 
dam. 1898. Pp. 130. 

Sontarel, G. A.; Contribution a l'étude des obsessions—inhibitions et 
en particular de Vinhibition génitale. Bordeaux. 1898. Pp. 101. 

Angiolella: Loc. cit. (Med. Jurisprudence. ) 

PSYCHIATRY, ETC. 

Moreelli, E.: Manuale de semeiotica delle mallatie mentali. 
F 1898. Pp, 557. 
rig Die psychiatrische zu Giessen. Ein Beitrag 

cher Psychiatrie. Karger. Pp.1 ; 

rae aye A Text- Book of Mental Diseases. 2 ed. = Pp. 609, 

Kraplin, E.: Psychiatrie. 6th edit. Barth, 1899. Pp. 800. 


Amster- 
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Finzi, J.: Breve compendio di psichiatria, Hoepli. Pp. 222 

Furstner, C.: Wie ist die Fiirsorge fiir Gemuthskranke von we 
und Laien zur fordern. Karger. 1899. Pp. 64. 

Dubary, A.: Les desequilibres de l'amour. Chaumel, 189s. Pp. 314. 

Dore: La mort dans la paralysie générale, Paris, 1898. Pp. %2. 

Rabaud, E.: Contribution a l'étude des lésions spinales posterieurs 
dans la paralysie générale. Paris. Pp. 112. 

Faure, L.: La thérapeutique des obsessions. Paris. Pp. 68. 

Leroy, E.: Etude sur l’illusion de fausse reconnaiscances chez les 
aliénes et les sujects nomaux. Paris. Pp. 249. 

Truelle, Me Etude critique sur les psychoses dites post operatoires. 
Paris. Pp.1 

Wilson, :: : The Brain Machine; Its power and weakness. Churchill. 

sin essinees. F.: Mental Diseases. (See Church and Peterson, loc. cit.) 

Berkhan, O.: Ueber den Augeborenen und fruh erworbenen. 

Schwachsinn: Vieweg. 1899. Pp 

PSYCHIATRY—GENERAL. 

Burr, C. B.: Primer 4 psychology and Mental Disease. 2ed. Phila- 
hia. Davis. Pp. 125 
ay A.C.: A Clinical Manual of Mental Diseases. N. Y. Wood. 

Pp. 454. 

Clevenger, S. V.: Medical ‘gens pamecuonas of Insanity or Forensic Psy- 

New York. Pp. 14 
T.S.: ‘Clisieal L Lectures on Mental Diseases. 5thed, Lon- 
don, Churchill. 

Finkelnburg, K.: Ausgewiihlte Abhandlungen und Vortriige aus den 
Geheiten der Hygiene und Psychiatrie. Berlin. Hirschwald. Pp. 289. 

Ireland, W. W.: The Mental Affections of Children ; Idiocy, Imbecility 
and Insanity. London. Churehill. Pp. 448. 

Laehr,‘H.: Die Dartellung krankhafter Geistezustiinde in Shakes- 
peare’s Drama. Stuttgart. Heff. Pp. 2 

Mairet et Vires: De la — ‘générale, étiologie, pathogénie, 
traitement. Paris. Masson. Pp. 225 

Mattos, J. de: A paranoia. Lisbon. Pp. 190. 

Max-Simon, P.: Les maladies de l’esprit. Paris. Bailliere. Pp. 319. 

Mobius, P. S.: Ueber das Pathologische bei Goethe. Leipzig. Barth. 

G.: Du du laleool dans l’¢tiologie de la folie. Nancy 
Gerardin. Pp. 99. 

Soucail, P.; Contribution a l'étude des l¢sions spinales dans la paral- 
ysie générales. Toulouse. Pp. 

GENERAL RELATION OF MIND AND BODY. 
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I am unprepared to give you even an outline of the 
venuine progress made in the sciences compassed by the 
bibliography just cited. I am inclined to single out, 
however, one seemingly unimportant thing from this 
reat array of monographs for special comment. It is a 
hook of one hundred and twenty pages* bearing the 
date 1899, and is a description of a psychopathic hos- 
pital in a German city, the newest and finest of them all. 
Many neurologists would find, perhaps, little in such a 
volume to interest them, but such as have had asylum 
experience, or are familiar with the needs of the insane, 
will hail its publication with enthusiasm, for it describes 
a method of provision for the insane and a scheme of 
laboratory investigation, a model psychiatric institu- 
tion, which is destined to be imitated in many of our 
larger cities before many years have passed. I shall not 
dwell long upon the subject here, because I have quite 
recently published an address, delivered two weeks ago 
as the Annual Address to the American Medico-Psycho- 
logical Association, in whigh the new era in psychiatry 
and psychiatric methods is discussed in detail. Suffice 
it to say then that this psychopathic hospital in the town 
of Giessen, which, modified to suit varying conditions 
and circumstances, is to be the model for similar founda- 
tions in all your American cities of 50,000 to 100,000 
inhabitants, consists of ten or eleven cottages for some 
116 patients. It is situated near the other university 
buildings. The central structure contains laboratories 
for pathologic, microscopic, chemical, photographic and 
psycho-physical work, besides a mechanical workshop, 
clinical auditorium, library and polycliniec or dispensary 
for out-of-door patients. The administrative offices and 
rooms for assistant physicians are also here. The cot- 
tages afford accommodations for each sex, and the pa- 
tients are divided into private, quiet, restless, suicidal 
and disturbed classes in separate buildings. 
: Chere are many of these psychopathic hospitals in 
Germany. Indeed, only one university town is now 
Without one. I saw them in successful operation even in 
my student days at Strassburg, Leipzig and Vienna. 
his at Giessen was first opened for patients in 1896, 
and deserves special mention and consideration because 
it embodies all that is best in this species of institution, 
the management having profited by the experience of all 
te pe uP to the date of its construction. The psy- 
tife invests collaborative study by scien- 
facilities branches of research, bet- 
study, a greater diffusion of a 
ment of the td Tae ne east, earlier and speedier treat- 
patients. 


The psychopathic hospital for the acutely insane lo- 


wae Psychiatische Klinik zu Giessen. Published by S. Karger, Berlin, 


cated in the midst of the city, following the precedent of 
general hospitals in this regard, is the ideal institution 
of the future for this particular class. The chronic in- 
sane on the other hand will be transferred to the coun- 
try, always in the neighborhood of the city having the 
detention hospital, and will there be cared for in col- 
onies, for the colony or village system has proved to be 
the ideal method of cure for the chronic insane. The col- 
ony will consist of a small hospital for the sick and in- 
jured, a small infirmary for the infirm, crippled, bed-rid- 
den and disturbed cases, and a multitude of small cot- 
tages clustered about the centers of industry, where the 
majority of the patients will occupy themselves with 
agriculture and handiwork of all descriptions. This 
colony system or village community system is not new 
and I have myself seen several of them successfully con- 
ducted in other countries. 

I will not occupy your time longer by entering into the 
minutize of these two methods of state care of the in- 
sane, but I thought I would exercise the prerogative of 
chairman, in calling your attention to the psychopathic 
hospital and the colony as among “the improvements in 
methods of work” referred to in the By-Laws above 
quoted. A little seed disseminated in this way will take 
root somewhere, spring into existence, and some day 
bear fruit. Perhaps a few years hence some of you may 
describe to us here in this Section the model institutes 
for psychiatry you have builded in your cities and point 
out to us the great improvements you have made on old- 
world models. 
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APPENDICITIS.* 
ITS DIAGNOSIS AND TREATMENT: A REPORT OF ONE 
HUNDRED AND TWELVE CASES. 
BY WILL J. MEANS, A.M., M.D. 


Professor of Principlesand Practice of Surgery, Ohio Medical University ; 
Surgeon in Chief to Protestant Hospital. 


COLUMBUS, OHIO, 

As a preface to my remarks, | wish to submit a report 
of 112 cases that came under my observation, 82 of 
which were treated by operation and 30 by medicinal 
measures. In submitting this report I have not attempted 
a detailed outline of each case, as there is a sameness 
in many of the cases that would make such an outline 
monotonous. I have, therefore, grouped similar ones. 

Of the 82 cases operated on there were 2 fatalities. 
One of these was operated on the fifth day, and had dif- 
fuse suppurative peritonitis. The other patient was one 
of chronic appendicitis, and the cause of death was ob- 
scure. Immediately after the operation she began vom- 
iting coffee-ground material, and continued to do so 
until her death, which occurred seventy-two hours later. 

The ages of the patients, grouped in decades, were as 
follows : 


Of the operated cases 30 were acute and 52 chronic or 
recurrent. In speaking of acute cases I refer to those 
giving no history of previous attacks. Of the 112 cases 
reported, 45 cases were females, and 67 males. 


*Presented to the Section on Surgery and Anatomy, at the Fiftieth 
Annual Meeting of the American Medica! Association. held at Columbus. 
Ohio, June, 6-9. 1899. 
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In 9 cases the operation was made within twenty-four 
hours after the attack. ‘The appendix was ruptured in 
5 of these, and coprolites found escaping through the 
opening. In the other 4 the appendix was inflamed, 
the mucosa showing pathologie changes, and the sur- 
rounding tissues more or less involved. In 17 cases 
operated within forty-eight hours of the attack, the ap- 
pendix was gangrenous in 10. This was caused from 
one or more strictures occluding the canal, the presence 
of concretions, and the intensity of the inflammation 
due to the virulent matter coming in contact with peri- 
toneal surface. The omental folds were more or less 
adherent and gangrenous. In 7 cases the lumen of the 
appendix was intact, but there was inflammation of the 
surrounding tissues with adhesions; and in 4 cases dila- 
tation of the proximal ends; coprolites were found in 9 
of this group. Twenty-three cases were operated within 
seventy-two hours. In 20 of these the appendix was 
gangrenous in some portion. Localized abscesses ex- 
isted in 20. The remaining 3 were cases of catarrhal 
appendicitis with more or less inflammation of the sur- 
rounding tissues. In 25 cases the operation was made 
after the third day, and as late as three weeks. There 
were abscesses in 20 of these. One had diffuse suppurative 
peritonitis, and died from the operation, and 5 cases were 
catarrhal. The mucosa of the appendix was more or less 
diseased, but the lumen was unobstructed. The appen- 
dix was more or less gangrenous in all the cases where 
there was an abscess. In 9 the appendix was not re- 
moved. It was found imbedded in the granulation tis- 
sue forming the wall of the abscess. In 16 cases operated 
between the attacks, the appendix was obliterated in one. 
The tenderness and pain in this case were due to ad- 
hesions surrounding the cecum. There had evidently 
been an abscess in some former attack, and the contents 
had passed off through the bowel. Coprolites were found 
in 25 cases, foreign bodies in none, strictures in 19. 
Fecal fistula followed in 4. These closed spontaneously 
in the course of a few months. Hernia, so far as I have 
been able to ascertain, followed in 6 cases. In every 
instance this sequela followed in the cases where the ab- 
scess was adherent to the peritoneal wall. The appendix 
was found attached to the right ovary in 5 cases; to the 
right Fallopian tube in 7; to the uterus in +; in one case 
to the gall-bladder; in 3 cases I found the appendix at- 
tached to the sae of irreducible inguinal hernias. 

I have made eighty-four operations for appendicitis, 
and was mistaken in my diagnosis in two. One of these 
was a cholelithiasis; the gall-bladder was dragged down 
to the ileocecal fossa, and presented a tumor with the 
outlines of an appendicular abscess; thirty gall-stones 
were removed. The other case was a pyosalpinx, with 
the tumor extending into the iliac region. In this case, 
however, the appendix was attached to the tumor, and 
the distal extremity much inflamed. 

Of the 50 cases treated medicinally, 8 died from septic 
peritonitis ; 12 of the 22 who recovered had recurrent at- 
tacks ; of the remaining 10 cases I am unable to give any 
history. 

An operation was advised in quite a number of these 
cases, but, owing to the objection of friends and the 
attending physician, it was not made. In 5 eases 
of those that died I refused to operate, owing 


to the condition of the patients at the time I saw them. 

It has been my observation rather than my experience, 
that where there is profound septicemia, complete paresis 
of the bowel, with a pulse-rate entirely out of proportion 
to the temperature, an operation is useless. 
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The percentage of deaths in the 82 cases operated is 
2.4, the percentage in those treated medicinally is 26.6. 

I have tried to summarize the lessons that I have 
learned from these cases. Several important facts bear- 
ing upon the pathologic conditions, diagnosis, and treat- 
ment of appendicitis have been settled in my mind. | 
am fully aware that other surgeons have had a much 
wider experience than mine; but the examination of 
their statistics does not develop any material points of 
difference from the conclusions that I have reached. 

As it is not my purpose to consider the pathologic 
conditions in this paper, I will pass from this part of 
the summary and take up the matter of diagnosis. 

Few diseases have a more uniform set of symptoms 
than appendicitis. There are, however, two types of 
cases ; one having typical symptoms, and the other atyp- 
ical symptoms. The typical symptoms of appendicitis, 
as we understand them, are: 1, the sudden onset of 
attack ; 2, the character and location of the pain; 3, ten- 
derness in the right ileocecal fossa, and muscular ri- 
gidity; 4, nausea, and perhaps vomiting, with more or 
less febrile action. 

If these symptoms were all present in a given case, 
there could scarcely be any mistake in diagnosis; but 
unfortunately they are not all present at the same time. 
Any one or two of them may be absent, or being present, 
may be due to some other disease. For instance, the sud- 
den attack is generally characteristic of abdominal trou- 
ble. Acute peritonitis, from whatever source, may give 
rise to the same symptoms. 

Pain is also a variable symptom, both as to location 
and intensity. While pain in typical cases is usually 
near the umbilicus, radiating over the abdomen, it may 
be at other points. Its location depends largely upon 
the location of the appendix. If the appendix extends 
upward toward the gall-bladder, the pain may be very 
easily mistaken for cholecystitis. If the appendix be 
behind the ascending colon, the pain may be mistaken 
for renal colic. In this location the pain will sometimes 
extend to the testicle, the same as in renal colic. Again, 
the sympathetic nervous system often plays an impor- 
tant role as to the location of the pain. Physicians are 
all familiar with the pain in the right shoulder in cases 
of peritonitis. This reflex pain may be deceptive, but if 
the local conditions are carefully examined the decep- 
tion is easily determined. There may be an entire 
absence of pain. While this fortunately is not the fact 
in many cases, yet it is one that must be recognized in 
making a diagnosis. Pain does not always indicate the 
pathologie conditions. It has not been very long since 
surgeons attempted to point out how the pathologic 
conditions could be determined by the character of the 
pain. Experience has taught us, however, that this is 
radically wrong. I shall speak more of this, however. 
under the head of treatment. We now understand that 
pain may be indicative of gangrene, or it may on the 
other hand, indicate resolution. 

Tenderness and muscular rigidity in the right ileoceca! 
fossa ure nearly always pathognomonic of a diseased ap- 
pendix. In the onset, tenderness may exist in a largearea, 
but in a short time it becomes limited and confined to 
the ileocecal region. Tenderness always varies accord- 
ing to the location of the appendix. As suggested when 
speaking of the variableness of pain, tenderness may be 
absent ; and when it is absent, it may be due to a gan- 
grenous condition, or one of resolution. Rigidity of the 
muscles on the right side of the abdomen is an import- 
ant symptom. With rigidity of the muscles on the right 
side of the abdomen, and its absence on the left, there 
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can be seareely any doubt as to the location of the 
‘rouble. Constipation usually exists, although this is 
not properly a diagnostic symptom. Nausea and fever 
oo to make up the picture that completes the diagnosis. 
Fever is a variable symptom. The temperature may be 
quite high during the first twenty-four hours, and then 
subside, remaining low, although important pathologic 
changes are taking place. Nausea and vomiting may be 
present in the first twenty-four hours, but usually sub- 
side after that. fee 

Tumor as a secondary symptom is important. It ex- 
isted in about 35 per cent. of the cases reported in this 
paper. A tumor is not always indicative of pus. Ina 
number of eases I have found the swelling due to the en- 
largement of theglandsofthe mesentery and the infiltra- 
tion of the tissues surrounding the cecum and appendix. 
In one case the cellular tissues beneath the peritoneum 
were swollen to the size of a small orange. Tympanites 
is a constant symptom in acute cases, and one of consid- 
erable diagnostic value. es, 

Another important factor that has been established be- 
yond question, is that in males peritonitis has its origin 
almost exclusively in the appendix; while in females the 
Fallopian tubes, as well as the appendix, are important 
factors in the production of peritonitis. These points 
should be borne in mind in determining the source of 
peritonitis in any given case. It might be supposed, if 
this observation is true, that females, owing to their 
double exposure, would suffer more from peritonitis than 
males. Statistics show that this is probably true. It 
seems that males are more prone to appendicitis than 
females. I have recently noted some statistics where 
this statement is not borne out; but from my own ex- 
perience, and that of many others, the ratio is about 60 
per cent. male to 40 per cent. females. 

Leucocytosis is a condition that takes place in the 
blood in all acute inflammatory diseases. It is, there- 
fore, of value in determining the presence of pus in 
appendicitis. The leucocytes increase in proportion to 
the destructive changes taking place. This important 
blood-change may also furnish valuable points in differ- 
entiating from typhoid fever, floating kidney, fecal im- 
paction, hepatic and renal colic. In general practice, 
however, I doubt very much if a blood examination, con- 
sidering the technical skill required, would be of much 
value. I have not made blood examination a routine 
practice even in the hospital. In cases where there ex- 
isted some doubt as to the presence of pus, examination 
of the blood was made, and in every case where a high 
degree of leucocytosis existed, an operation developed 
pus. All the cases examined were operated, and pus was 
found in them. The degree of leucocytosis, according 
to these cases, seems to be determined by the amount of 
destruction going on in the abdomen. 

Evidence of the existence of the disease may be de- 
termined by skilful palpation. It is best made by 
Edebohl’s method : 

“The patient lies on his back with limbs flexed at the 
hips. Placing three or four fingers of the right hand 
‘lat on the abdomen, we feel for the margin of the right 
rectus muscle, in the line between the navel and the 
interior superior spine of the ilium. The fingers are 
introdneed with a light, steady pressure under the mar- 
xin of the rectus until we feel distinctly the pulsation 
©’ the common iliae artery. The appendix is felt, as 
i rule, just outside the artery, its insertion about an 
inch distant, while its tip often crosses the artery. We 
move the fingers slowly outward as soon as we feel the 
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pulsation of the artery and note with care the condition 
of the posterior abdominal wall—that is, the iliopsoas 
muscle covered with the iliac fascia. This is the point 
of resistance against which we compress the appendix 
and which makes it possible to palpate it.” When there 
is much tenderness and rigidity of the muscles, it will 
be almost impossible to feel the appendix; and again, 
if the appendix extends upward behind the colon, it can- 
not be discovered. However, with experience, a skilful 
manipulator will be able to determine the outlines of the 
appendix in a large percentage of cases. 


The pulse and temperature considered together are 
important. A high temperature with a high pulse in- 
dicate simply an acute inflammatory process. When the 
pulse and temperature part company, serious pathologic 
changes have taken place. A low temperature with a 
high pulse indicates a toxemia that bodes ill to the 
patient. 

There are other points in the differential diagnosis 
that might be mentioned. Renal colic is perhaps one of 
the most difficult cases from which to differentiate. We, 
however, should bear in mind that in appendicitis, while 
the pain is constant it is progressive in its intensity, 
and in renal colic while the pain is constant, the intensity 
is not increased. In renal colic, when the pain ceases, 
it ceases instantly; in appendicitis it ceases gradually. 

Then again, in a limited number of cases where the 
appendix is behind the colon, the pain may ex- 
tend to the testicle, the same as in renal colic. If other 
characteristic symptoms of appendicitis are present and 
the peculiar progressive character of the pain is recog- 
nized, it is possible to differentiate from renal colic. 

In gall-stone colic there is nausea and vomiting, and 
they usually continue for several days; in fact, the gas- 
tric disturbance is characteristic of disease of the gall- 
bladder. The location of pain in gall-stone colic is in 
the epigastrium, and it radiates toward the shoulder and 
scapula. The seat of tenderness is also usually over the 
gall-bladder, while in appendicitis it is over McBurney’s 
point. 

In the female there may be some difficulty in differen- 
tiating between appendicitis and salpingitis. In the 
early stage the differentiation can be made much more 
readily than later when pus has formed. The main 
points of difference are the acuteness of the attack in 
appendicitis, and its tendency to recurrence. The pain 
in appendicitis is more acute, and the location of the 
tenderness is different. A vaginal examination will re- 
veal the seat of tenderness to be in the right pelvis; 
while in appendicitis the pelvic organs will not be tender. 
Chloroform narcosis may be necessary to complete a 
satisfactory examination. 

The controversy that has been waged during the last 
decade as to whether appendicitis should be classed as 
a medical disease, a mixed disease, or a surgical disease, 
has been decided largely in favor of the surgeons. Some 
of our medical brethren still hold that appendicitis is 
both a medical and surgical disease, coming within the 
purview of the surgeon when the physician has failed 
to cure. I maintain that it is the consensus of opinion 
of the profession to-day that appendicitis is essentially 
a surgical disease, and should be treated from that stand- 
point. If there is any doubt as to the correctness of this 
view, a consideration of its pathology, and the entire 
absence of any remedial measures that will remove the 
pathologic conditions and bring about resolution, should - 
be enough to definitely settle the question. There are 
certain remedies that may be prescribed to an advantage. 
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It is necessary when the pain is excruciating to resort 
to measures to relieve it. It may be necessary to re- 
lieve the bowels of impacted fecal matter, and to 1n- 
crease the action of the kidneys. Beyond this I have no 
confidence in medicinal measures. Remedies that simply 
give the patient a measure of relief without looking to 
an ultimate cure should not be relied upon other than 
for emergencies. The question settled that in surgery 
alone lies the hope of permanent cure in cases of appen- 
dicitis, the next question is to consider the time to 
operate. 

Some of the leading surgeons of to-day have set forth 
the dictum that the patient should be operated upon as 
soon as the diagnosis has been made. With proper 
qualifications, I believe this to be the correct position. 
These qualifications are much the same as those that 
obtain in other surgical diseases. The same difference 
of opinion exists with reference to the amputation of an 
injured limb while the patient is in shock. There is 
no difference of opinion as to the necessity of the opera- 
tion, but there is a question as to the most opportune 
time. This matter has largely resolved itself into one 
of judgment on the part of the surgeon; in other words, 
it is not a matter of prescribed rules, but one of 
surgical acumen. When a diagnosis of appendicitis has 
been made, the judgment of the surgeon should govern 
the time at which the operation should be performed. 
When I make the qualification that the judgment of the 
surgeon should point out to him the most opportune 
time for the operation, I mean that conditions that can- 
not be specified nor described by fixed rules may exist. 
It is my conviction, and it has grown stronger with more 


extended experience, that the earlier the operation the — 


better for the patient. If the diagnosis is made within 
twenty-four hours of the attack, and the environments 
are such that the operation could be made, I believe 
there should be no delay. It is my rule at the present 
time to operate upon all eases as soon as I have made 
the diagnosis, if the condition of the patient is favora- 
ble, and his environments are such as to justify a surgi- 
cal operation. I recognize no time limit. 


It is unnecessary to describe the environments that 
might cause a postponement of an operation. These are 
obvious to every one who is familiar with modern sur- 
gery. ‘There may be complications in the case that 
should be removed or corrected before operating. The 
conditions unfavorable to an immediate operation are 
not well defined. Rules elaborated a few years ago for 
our guidance are useless to-day. Some good surgeons 
advise, when the patient is seen after the third day, 
that operation should be postponed until after the at- 
tack, or until purulent formations, if such exist, have 
been walled off, and the patient is practically rid of 
general sepsis. I have operated after the third day, 
and during the attack, without any fatal results. My 
experience does not coincide, therefore, with this rule. 
During the last two years, I have not delayed operation 
longer than was necessary to give the patient advantage 
of the best possible surroundings. 

General septic peritonitis might be considered a cause 
for delay, and, perhaps, for no operation at all. One 
of my fatal cases was of this type. I do not believe in 
last-resort operations. While they are sometimes suc- 
cessful, they are more often fatal. I have seen some 


desperate cases get well, but they were of the fibrino- 
suppurative type. The suppurative peritonitis is a more 
virulent condition, and the prognosis more grave. 

There is a question as to the feasibility of operating 
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between the attacks ci 1ecurrent appendicitis. We are 
often confronted with the proposition that an opera- 
tion will be submitted to after the existing attack has 
subsided. In the interim, if the patient is fortunate 
enough to recover, gratuitous advice both from neighbors 
and physician to wait until another attack, with the hope 
that it may not come, prevails, and there is another de- 
lay, jeopardizing the life of the patient. I cangsee no 
reason for treating these cases differently from those in 
a first attack. 

Again, I do not believe the time for operation de- 
pends altogether upon the pathologic conditions we find 
in the patient at the time of our first visit. Some sur- 
geons endeavor to divide the cases into classes, and to 
divide the time limitation for operation by the patho- 
logic conditions found in each of these cases. When we 
consider that it is impossible to determine by examina- 
tion the true pathologic conditions, these rules become 
ridiculous and unsatisfactory. 

In a number of cases that I have operated on within 
twenty-four hours of the onset, I have found the appen- 
dix ruptured, and coprolites in the viscera, and a gan- 
grenous condition of the surrounding tissues. Again, I 
have found in a large number of cases where the acute 
symptoms of the first twenty-four hours had subsided, 
with a temperature of 100 and a pulse corresponding, 
that an abscess had already formed. With this uncer- 
tainty as to the pathologic conditions, I cannot see the 
necessity, or the good judgment, of postponing an opera- 
tion. Conservative surgeons (so-called) and physicians 
will tell us that a certain number of these cases will get 
well without an operation. They do not, however, tell 
us how many get entirely well. It is a matter of statis- 
ties that about 80 per cent. recover from the first attack. 
Of these we have no statistics to definitely determine the 
number in which the attacks are recurrent. Nor have 
we statistics that throw much light upon the complete 
recovery of the remainder. Because 80 per cent. of these 
cases get over the first attack is no reason why early 
operations should not be made. When statistics show a 
mortality of less than 5 per cent., with recoveries that 
are permanent in a large majority of the cases, there 
can be scarcely any question as to the feasibility of 
operating early. It seems to me in the light of ex- 
perience and modern success, that the question of when 
to operate should be entirely one of surgical acumen, 
governed by the conditions of environment and compli- 
cations. 

Surgeons have exercised their ingenuity in devising 
methods of operating, and have established certain prin- 
ciples in the technic that make it an easy matter for 
those of less experience to select a safe and reliable 
method. The primary purpose is the obliteration of 
the appendix. The preparation of the field of operation 
is a matter of detail differing in no way from other ab- 
dominal operations. 

The location of the incision is largely one of choice 
with the operator. It is my experience that no fixed rule 
can be followed. In some cases the incision should be 
made obliquely from without inward, well down toward 
Poupart’s ligament; in others, along the outer border of 
the rectus muscle. It depends upon the location of the 
appendix and the diseased portion. 

The length of the incision, while an important fac- 
tor, depends upon the character of the trouble. An in- 
cision not exceéding one inch in length is sufficient for 
a large number of cases; but there are cases where it 1s 
necessary to make it four or five inches long. In abscess 
cases where the abscess wall is not adherent to the parie- 
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veritoneum, the incision should be of sutficient length 

 nermit free access to the parts, and for packing with 
ejive to prevent the pus from permeating into other 
parts of the abdominal cavity. 

{he disposition of the appendix is a matter of some 
‘portance, but this depends largely upon the condition 
o; ‘he organ. In eatarrhal appendicitis where the lumen 
of the organ is not constricted, it can be invaginated and 
capned within the bowel. The meso-appendix is ligated 
in several places, and cut close to the organ. With a 
probe or fine mouse-toothed forceps the extremity of the 
appendix is inverted, and pushed through the lumen 
into the bowel until the organ is disposed of. Three or 
four Lembert sutures are sufficient to close the opening. 
The auestion of the ultimate disposition of the appendix 
is not very well settled, but it is safe to presume that it 
will cause no trouble. 

The next method, that of excision, is accomplished in 
various ways. The meso-appendix is tied off in sections, 
and if there are adhesions, they are broken up. The ap- 
pendix and the cecum should be brought up through the 
incision, and gauze packed around them. ‘The perito- 
neal coating is cut through about one-half inch from the 
cecum and stripped to the base. The appendix is then 
excised, and the stump inverted into the bowel. The 
peritoneal cuff is then inverted, and the opening closed 
with Lembert sutures. This is, perhaps, the simplest 
and safest method for ordinary cases. I have used the 
clamp and cautery meihod suggested by Dr. Eastman, 
but can express no particular preference for it. Where 
the base of the appendix is gangrenous, the surgon must 
exercise his ingenuity in disposing of the opening into 
the cecum with a view of preventing a fecal fistula. 
This has occurred in four of my cases. 4 

In cases where there is a deep-seated localized abscess, 
a free incision should be made. The abdominal cavity 
should be carefully protected with gauze, the appendix 
excised, and the abscess and necrotic tissues removed. 
In these cases I make it a rule, after carefully cleansing 
the cavity, to place a glass drainage-tube, which usually 
remains about forty-eight hours. When the abscess has 
approached théanterior wall of the abdomen, and be- 
comes agglutinated, it is opened and drained. I make 
no effort to remove the appendix in such cases. The 
surgeon must of necessity have sufficient experience to 
coniprehend the various conditions that may arise in 
each given case, and meet them accordingly. 

In nine of the cases reported I did not complete the 
operation. While I believe in making a complete opera- 
tion, yet in this class of cases I doubt very much the 
expediency of doing more than draining the abscess. 

_Closing the incision in clean eases is a procedure that 
differs in no way from that of other abdominal wounds, 
and therefore needs no special mention. 

CONCLUSIONS. 

|. An early diagnosis of appendicitis is desirable and 
possible if the few cardinal symptoms are understood, 
“ic as pain near the umbilicus, tenderness In the ilio- 
cecal region, tympanites, and rigidity of the muscles in 
the lower right quadrant of abdomen. 

_*- Too much significance should not be placed upon 
‘"« presence or absence of pain, and high temperature. 
Both may be absent, while grave pathologic conditions 
“" going on. They may also be present to a high de- 
gree without determining the sathsloeia ‘status. 

» Appendicitis is a surgical disease, and should be 
‘reated from a surgical standpoint. 

‘. From the nature and location of the disease there 
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are no known remedies given internally or applied ex- 
ternally that can remove the trouble. 

5. The pathologic conditions of a diseased appendix 
cannot be definitely determined by external examina- 
tion, or from the existing symptoms. 

6. Early operations give the best results. 

7. The time for operation is when a diagnosis has 
been made, providing the environments of the patient 
are favorable, and there are no complications preclud- 
ing the same. 

8. The technic of the operation is governed largely by 
the taste of the operator and the pathologic conditions. 


APPENDICITIS.* 
CAUSES, PREVENTION AND TREATMENT. 
BY WILLIAM M. HARSHA, M.D. 
Professor of Operative and Clinical Surgery, College of Physicians and 
Surgeons (University of Illinois Medical School). 
CHICAGO, 

Appendicitis is well characterized by Professor Osler 
as “the most important of acute intestinal disorders ;” 
and it may be said further to bear a somewhat similar re- 
lation to active digestive disturbances that pneumonia 
does to acute bronchial affections. 

The question most frequently asked by the people re- 
lates to the cause of the disease, the problem that most 
vexes the physician and surgeon is one of treatment, 
while the great frequency and fatality make its consider- 
ation of interest to us all. Among the etiologic factors 
is considered age—being essentially a disease of the 
young. The study of 157 cases occurring in some of the 
Chicago hospitals during the past year shows an average 
age of 26 years, the oldest in this number being 62, the 
youngest 1% years. As showing the rarity of cases in 
extremes of life, but one of these cases was found under 
7, and but three over 50 years. The writer has success- 


fully operated on two patients, aged respectively 44% and 


514 years for the past two years. The list referred 
to shows the influence of sex to correspond very nearly 
with Hawkins’ tables—of 159 cases 93 were males, 66 
females. The greater frequency in males is no doubt 
due to their greater exposure to injury, fatigue, colds 
and overindulgence in eating and drinking. The sea- 
sons affect materially the frequency. of attacks—the 
greater number occurring during the summer months— 
more than half the cases under study occurring during 
the six months, June to November, or during the time 
when intestinal disorders most prevail. In the list con- 
sidered the greatest number occurred in August; the 
fewest in the months of October and December. 

While the disease is an infection, the infective agent 
is not uniform and the mechanical causation or excite- 
ment of the inflammation is believed to be the greater 
factor. Fecal concretions are found in nearly half of all 
the cases, sometimes bearing a nucleus of some hard, 
foreign body, such as a piece of bone, grape seed or bird 
shot; and showing evidence in their structure of their 
formation in situ. These concretions, by prolonged con- 
tact with the degenerate structure of the mucosa, make 
an atrium for infection or occlude the lumen and im- 
prison secretions, bringing about distension and stasis 
followed by infection. The small size of the organ and 
its dependent position make congestive stenosis easy. 
Like the contracted cervix uteri or Fallopian tube, it 
may be patent most of the time; but congestion from 
dietetic errors or from sudden chilling of the surface, or 


*Presented to the Section on Surgery and Anatomy, at the Fiftieth 
Annual Meeting of the American Medical! Association, held at Columbus, 
Ohio, June 6-9, 1899. 
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injury by fecal masses or otherwise, may suddenly oc- 
clude its lumen and directly appendicular colie results. 
If this stenosis is not relieved promptly the next intec- 
tive and inflammatory stage soon follows. 

The most frequent exciting cause, and especially in re 
curring cases, is believed to be errors of diet. Constipa- 
tion, which is generally accompanied by a full cecum, 
may induce this condition of congestion and irritation 
at the outlet of the appendix which causes stenosis, or by 
extension may sooner or later involve the entire organ. 
Robin? believes a distinct form of gastric and intestinal 
indigestion, with what he terms coprostasis, is responsi- 
ble for most cases, and that treating this condition by 
castor-oil and enemata will prevent attacks. Typhoid 
fever, especially, and other debilitating conditions pre- 
dispose to attacks. Osler cites a case where bird shot 
were found in the appendix. Bernays found calomel 
and bismuth forming nuclei of fecal concretions. From 
the dependent position of the appendix and the tend- 
ency of heavy substances to gravitate into the organ we 
may consider appendicitis—like hernia and hemor- 
rhoids, but in less degree—a penalty imposed on man for 
getting on end. Traumatism and severe exertion are 
frequent exciting causes, as are also chilling of the sur- 
face determining the blood to the viscera. 

Viewing the etiology in this light, prevention seems 
possible many times, although hardly demonstrable. 
These means of prevention apply to other conditions 
and have the advantage of uniform safety. The disease 
is so frequent and dangerous, however, that its consid- 
eration alone should lend the commonest rules of health 
new dignity. These are moderation at the table, careful 
regulation of the bowels and care in diet, prompt atten- 
tion to digestive disturbances and care to avoid the ills 
of physical overexertion and taking colds. As Robin ad- 
vises, treatment should be directed to those dyspeptic 
conditions attended with distension, catarrhal gastric 
intestinal affections or colonic torpidity. Castor-oil or 
salines are favorites with most physicians, and perhaps 
when more used in our forefathers’ time prevented many 
attacks. Colonic flushing in fecal retention is of great 
value. If we shall accept the view that gastric or intes- 
tinal disturbances are possible harbingers of appendi- 
citis, as we regard acute bronchial affections in their rela- 
tion to pneumonia, we shall by timely treatment ward off 
many attacks. In the matter of treatment there is yet 
a great variety of opinion. In view of the large number 
of cases that recover from first attacks, and remain well, 
under prompt rational medical treatment, surgeons can 
not in my view properly recommend operation in all 
cases, although early operation in proper cases has low- 
ered the mortality. 

The study of eighty cases of the list referred to shows 
a mortality of about 10 per cent. Of cases operated on up 
to the fourth day all but one recovered, and that was 
operated on the second day. As hospital reports represent 
cases of more than average severity—many of the light 
ones being left at home—we can safely expect a much 
lower mortality under surgical supervision of all cases, 
and early operations in proper ones. If people are ad- 
vised to call a physician promptly for diagnosis in cases 
of sore throat they should likewise be instructed to at- 
tend to stomach and intestinal disorders, as many times 
attacks may be warded off, or aborted after actual occur- 
rence. In ten cases observed by the writer during the 
months of April and May, last past, six were distinctly 
attributed to, and preceded by, digestive derangements, 
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usually two to four days elapsing between the onset of 
intestinal and gastric disorders and the characteristic 
symptoms of appendicitis. 

The treatment in these cases was in general, eyacu- 
ants, salines, calomel, enemata, rest in recumbency, hot 
(antiseptic) fomentations. If seen at the onset, this 
treatment is tried for thirty-six hours; except in fulmi- 
nant eases, whici: would be operated on at once, codein is 
used, if urgent, to allay pain. In four of the ten cases so 
treated from onset, three recovered without operation. 
In cases seen later, operation is advised if tumor is pres- 
ent or temperature or accelerated pulse continues. In 
the dietetic and supporting treatment where liquid diet 
is indicated, as it is in operative or inoperative cases, as 
well as in many other debilitating conditions, I have used 
Reed & Carnick’s beef peptonoids and trophinin, and 
Parke, Davis & Co.’s beef jelly, with the greatest satis- 
faction, as many patients can not take milk. In one 
other case of the four mentioned operation was advised 
at the end of thirty-six hours, but the patient began to 
improve then, and recovery proceeded without operation. 
Two of the ten cases were recurrent and were operated 
on in the quiescent stage. All recurrent cases should be 
operated on between attacks or at onset of attack. Six 
of the ten were operated on, and the appendix removed in 
all but two, in which there were abscesses. All recovered, 
if we may count the two last operated on, which are 
practically well at this writing. 

Where cathartics could not be retained I have used 
hypodermically, a tablet consisting of physostigmin 
sulph., 1-50 grain, and magnesium sulph., 1.84 
grain. In twelve trials catharsis was produced in four 
to seven hours in five cases. The strength of the mag- 
nesia solution should not be greater than 2 per cent. 

103 State Street. 
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Dr. KEEN, Philadelphia—I am more radical than my friend, 
Dr. Deaver. He, if I understand him rightly, considers that 
general suppurative peritonitis is a contraindication of opera- 
tion. This view I cannot accede to. The very fact that a 
patient has a general purulent peritonitis as the result of an 
appendicitis or from any other cause, means to me, instant and 
thorough operation, for the very reason that if you let such a 
patient alone he is absolutely sure to die. That the majority 
of those who are attacked with a suppurative peritonitis will 
die, operation or no operation, is certainly true—a_ large 
majority of them—but every one rescued is one rescued from 
the grave. That these cases are not without hope, I am ab- 
solutely certain, both from my reading and from my experl- 
ence, for I could recount a half dozen cases in.my own practice 
in which life has certainly been saved after a general infec- 
tious peritonitis—not saved simply by an ordinary operation 
for appendicitis, but by an incision on both sides, which will 
allow thorough flushing of the entire abdominal cavity. 

Of the other paper, I wish to say a few words. Dr. Morris 
excuses his attack by alleging a mens conscia recti. I am re- 
minded of two rival shoe stores on opposite sides of the same 
street, one of which placed on the sign: “Mens Conseva Reeti.” 
The other, not to be outdown, put on his: “Men’s and Women's 
Conscia. Recti.” 

The notice that Dr. Morris stated that he had sent to eacli 
one of the persons attacked, by some delay of the U. S. mai! 
never reached me, and my first knowledge of it came by ® 
verbal statement two or three days ago from a friend, notifying 
me that I was to be attacked. But we must remember that 
only a year has elapsed since the Denver meeting. He is 
right in saying that at the last meeting of this Section I 
challenged any one in the room who believed he could do a hun- 
dred abdominal sections on well patients even, and not have 
2 per cent. mortality, and not a man or woman in the room 


* This discussion covers a series of six papers, the other four having 
appeared in the JouRNAL as follows: “Best Methods in 
Appendicitis,” by Robt. T. Morris, July 15; “Appendicitis, by A. J- 
Ochsner, and “Appendiceal! Pus.” by John B. Deaver, July 22; ‘The Pro- 
cessus Vermiformis,” by G. G. Eitel, July 29. 
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responded to that challenge ; not one took it up. I am per- 
fectly well aware that several of the best surgeons can show 
joce than 2 per cent. mortality. But, remember, we are de- 
hating here to-day not a rule for surgeons like Deaver, Me- 
purney and Morris, but we are debating this question from the 
point ‘of view of a general rule for the general practitioner— 
‘nd do you mean to tell me that the doctor at a country 
crossroads, in a Village, the man who does a surgical opera- 
tion, once, twice, it may possibly be ten times a year, who, 
in ynany eases is not familiar with modern methods of cleans- 
ine the hands, of cleansing the skin, of taking the antiseptic 
precautions known to you and me, is to follow a general rule 
that we are to lay down for such a practitioner that he is to 
operate indiscriminately, and then state that he will not have 
a mortality of 2 per cent! I protest against it! It is not 
true! 1 believe in operation. I believe the rule should be 
operation, but the rule is proved by many an exception, and 
that which is a rule for the city surgeon who is operating every 
day is not the rule for the country surgeon who operates only 
once in a while. 

THe CHAIRMAN 
stand, 


Dr. J. B. Murpuy, Chicago—It is very difficult to decide just 


I ask Dr. Murphy of Chicago down to the 


what to say on this collossal subject in six minutes. From Dr. 


Keen's last statement—if I interpret him properly—I under- 
stand that he believes the cases should be operated on if they 
were in competent hands. Is that correct? 

Dr. KeEN—Certainly. 

Dr. MurreHy—Do you believe that all cases should be opera- 
ted on in competent hands? 

Dr. KEEN—No. 

Dr. MurpHy—Do you believe all cases in the first twenty- 
four hours—if seen in twenty-four hours and if a competent 
surgeon is at hand—should be operated on? 

Dr. KeEEN—With exceptions, yes; not all. 

Dr. MurpHy—May I ask the exceptions? 

Dr. Keen—Certainly. ‘here is an immense difference in 
the gravity of the cases. A severe case seen in the first 
twenty-four hours, in the hands of any reasonably competent 
surgeon, should undoubtedly be operated on at once. A mild 
cuse is a very different thing, and many of these should not be 
gs on in the first twenty-four hours, and sometimes not 
at all. 

Dr. MurpHy—-Another question. What is a mild case in 
the first twenty-four hours? 

Dr. BeEvVAN—I object to the cross-questioning of the witness. 
I object to this method of conducting questions. 

CHAIRMAN—The Doctor is in order. 

Dr. McurpHy— If anyone has a better spirit or a better 
fecling for Dr. Keen’s great surgical skill than I have, I would 
like to see him. I love him for the work he has done. I am 
up here for the sole purpose of trying to arrive at some con- 
clusion, at some line of action, at some position whereby all 
other great surgeons of America can say: “There is a line, 
and we will try and follow it’—something to guide us in this 
darkness, something to prevent the death and devastation that 
every year comes on from appendicitis—that is why I ask Dr. 
ee questions. I think you feel that (indicating Dr. 
Neen), 

Dr. Keen—Certainly, and I quite agree with Dr. Murphy 
that this is a serious matter, that all want to arrive at the 
truth. I am just as anxious as Dr. Murphy and I quite re- 
ciprocate his kind expressions of feeling toward me, as to his 
ae ee in appendicitis. Will you kindly repeat the ques- 

on? 

Dr. Murpny—The question was: “What would you call a 
mild case in the first day of appendicitis? What would be con- 
sidered a mild case?” 

Dk. KeeN—I_ have seen, and do not doubt that every one in 
this room has seen, cases in which even the diagnosis was it- 
self doubtful, in which there was slight tenderness, little or no 
fevers it may be even by the end of the first twenty-four hours 
pop 2 po oe are subsiding, and I submit that in every 
such case it is not proper i j 

twenty-tiniie Hae proper in all cases to operate in the first 

_DR. Murpy—Thank you. With that as a basis for discus- 
sion, [can say that I might safely agree with Dr. Keen. But, 
gentlemen, how rarely do we find these very mild cases that 
i mild cases for another twenty-four hours? No, sir. 
bboge.- the man who can say: “I feel from the course that 

‘is case 1s taking in the first twenty-four hours, that in the 
next twenty-four hours it is going to take a similar favorable 
prs : oa one. The more frequently I operate, the more 
meal . am that I cannot tell from the symptoms what the 
“rac of a case of appraise is going to be for twenty-four 

curs. As IT am unable to tell this, I feel it is my duty to do 
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what? What I feel I can do in the first twenty-four hours—re- 
move from that patient, with comparatively little danger, his 
appendix, which may become a source of great danger to him 
within forty-eight hours from the onset of the symptoms. It 
is my practice, and 1 am becoming more firm in it every day, 
and I am urging it more forcibly on the doctors who kindly 
transfer their surgical cases to me, that their cases should be 
operated on within the first twenty-four hours and that all 
of them should be operated on within the first forty-eight hours. 
A ease was referred to me by Dr. —-——— of Chicago; I was 
called early in the night. In the morning it would be twenty- 
four hours. In the morning the patient’s temperature was 
normal and the pulse was, as I recollect it, 86. That patient 
appeared in a very nice condition for recovery. I said: ‘This 
case should be operated on.” What did Ifind? A completely gan- 
grenous appendix, black as rubber, distended and filled with 
necrotic debris. 

THe CHAIRMAN—I wish to say that the discussion took a 
rather unusual turn and I think the position the Doctor took 
was entirely proper. The only reason I had for having it in 
this way was that I do not believe that Dr. Murphy would do 
anything that would be out of the way, and I have known Dr. 
Keen for a great many years, and he is abundantly able to 
take care of himself. Dr. Keen will now come on the plat- 
form and have his say. 


Dr. KeeN—Inasmuch as I have been catechised, it is only 
fair that I should have a word. Now, I believe that if Dr. 
Murphy and I were alongside of each other at one hundred 
cases, we should come to just about the same conclusions. I 
think he would be, perhaps, a little less radical than he talks, 
and I would be a little more radical than I talk. I have heard 
my friend Deaver, for instance, and you have heard him, talk 
very radically, but when he gets at the bedside, as I know of 
him in Philadelphia, he does not always do exactly as he says. 
It is very difficult to lay down a rule for a case of appendi- 
citis. It is impossible. There are certain acute attacks in 
which you cannot operate too quickly. There are other cases 
so mild that Dr. Murphy would hesitate or refuse, I am sure. 
There are also intermediate cases, and, therefore, though I 
answered categorically in the cross-examination which my 
able lawyer friend put me through in the beginning, “Yes,” 
“No,” the answers were not quite precisely true. There are 
modifying circumstances in every case. There are modifying 
circumstances that will lead the most radical man to hesi- 
tate, and others that will lead the most conservative instantly 
to push ahead. 

THE CHAIRMAN—Gentlemen, the discussion is now open for 
you. 

Dr. Lewis, Kansas City—If I should not hear another paper 
read, I feel amply repaid for the time and travel from my 
home to Columbus. This is the class of cases which, sur- 
prising as it may seem, we meet every week, and to know just 
what to do, when to do it and how to do it are indeed the 
questions. Durimg the last three or four weeks I have seen 
three cases, so interesting and so much to the point that it 
brings me back to the proposition of: Should I or should I 
not? The conjuring of conditions which have developed in 
the right inguinal region during the last fifteen years has been 
marvelous. During the last few days or weeks I operated 
upon a case of appendicitis and what did I find? I found a 
large gall-stone as big as the end of my thumb in a patient of 
64 years of age—nothing but a mild attack of appendicitis. In 
the practice of an intelligent and experienced physician, I was 
called some six weeks ago, two-hundred miles in the Indian 
Territory in consultation with several of our best surgeons to 
see a patient. The trouble was in the same region, and on an 
exploratory incision we found the ileum passed through the 
omentum, eighteen inches in length, where the rupture of the 
omentum had occurred, and it was strangulated; only thirty- 
six hours had elasped since the symptoms; there were twenty- 
five necrotic points in the bowels which were perforated. The 
extensive inflammation and softening precluded the removal 
of this amount of bowel, and of course we lost this chance. 
This occurred in a stenographer. 

When Dr. Keen made his statement of 2 per cent. mortality, 
I asked him the question: What is the mortality from the 
present method of his standpoint of treating the disease of 
appendicitis. We all know that it is more than 2 per cent. 
in the hands of the best men. Dr. Harsha, in his excellent 
paper, stated the most danger, and what I believe to be the 
most dangerous cases—the most illustrative argument—that 
many cases recovered without operation. That is an argument 
absolutely unanswerable. We are to blame for that argument. 
I remember saying on that occasion something that I cannot 
more forcibly say now; when the time comes that we can cal- 
culate our pathologic symptoms and determine in the begin- 
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ning that this case is going to be a dangerous or a mild one, 
the time has come for limiting our views and treating every 
case in a conservative way by the new—the eclectic—method. 
That time has not come; we must treat those cases from what 
we know; the mortality is great, but very slight if the cases 
are operated on. I believe that very soon cases, regardless of 
their character, operated on in the first twenty-four hours will 
show an infinitely less mortality than we have to-day. At the 
Denver meeting I remember Dr. Keen’s challenging anybody 
who said that he could get a less mortality than 2 per cent. 
in a hundred consecutive cases. My natural modesty permitted 
me to rise at that time and state that I had at that time one 
hundred and eighteen cases of consecutive operations of ap- 
pendicitis in the interval, without a death. Since that time the 
number has risen to one hundred and thirty-seven; that, how- 
ever, does not prove. I believe that there are mild cases in 
which the judgment, observation and careful watching of the 
surgeon will permit him to carry the case through without an 
operation, and then he can operate, if he desires to protect 
his patient from future attacks. Many a time I have been 
called by competent physicians to operate, and have refused. 
I have been called in three consecutive cases, and yet I re- 
fused to operate and these cases recovered. As near as we 
can glean from statistics, between 85 and 90 per cent. recover, 
if they are operated on; but we do not know which case is 
a dangerous one and which is not a dangerous one. 

Dr. Jonnson, Hartford—When I came in this afternoon and 
looked over the program and saw that there were eight articles 
on appendicitis, I came to the conclusion that the surgeons 
had gotten at an attack of literary appendicitis, from which, 
I think, there will be about 100 per cent. of recoveries. As 
my name was referred to this afternoon, I wish to state, that 
at the meeting of the AMERICAN MEDICAL ASSOCIATION at At- 
lanta, I reported one hundred consecutive cases of appendicitis, 
with two deaths. I want further to state that in all my opera- 
tions up to date, in which I have operated before the suppura- 
tive process had commenced, I have not lost a single case, and 
those in that class now number a great many more than a 
single hundred. 

Dr. WAGNER, Chicago—I do not want to speak of my own 
favorable results, but I would like to say a few words with 
regard to the severity or non-severity of the attack in the be- 
ginning of appendicitis. In one case, a boy, seen one afternoon, 
had a temperature of 99, fever, pain in abdomen; normal next 
morning, temperature 102 with fever that very same day; 
he was operated on at 9 p. m. with perforation of the appendix 
and pus. The boy got well. Another case was that of a boy, 
who had pain in the abdomen, which passed off in a few 
moments; I saw the boy at noon; the mother told me that he 
had had pains before; I operated at 10 o’clock at night. I 
found a perforated appendix with foul-smelling pus. The boy 
walked up to the operating-table. I doubted whether I should 
operate on him. In the case of a girl of 17 years, who fell 
on the floor in the morning, the doctor came n the afternoon; 
she was suffering with a pain; the next day I saw her with 
the doctor; at 3 p.m. operated on her. There was pus, with 
a great big lump of omentum and a stone beneath the kidney; 
the stone had existed for a long time. In regard to the fur- 
ther question of how to decide whether to operate or not, you 
never know what the condition is until you operate on the 
case. I want to say a few words in regard to dealing with 
pus cases. I do not think that the operation is concluded after 
you have emptied the abscess. I believe you have in every 
case to resort to finding the appendix. I do not believe that 
appendectomy is completed when you have removed the ap- 
pendix and discharge of pus. In a number of cases that I 
have shown to the hospital my method has been to break up 
all the adhesions and have the intestines freed from each other. 

Dr. D. W. Granam, Chicago.—I was glad to hear the discus- 
sion and all the papers. I believe that the most experienced 
surgeons disregard all rules of other surgeons in the presence 
of individual cases of appendicitis. That is the conclusion I 
have arrived at. It is my method, and when in the presence 
of a case, I do not want anybody else’s rules and experience—I 
want my own. I believe that every surgeon here is governed by 
his own experience. There is something in the face of the 
patient, something in the pulse, the general aspect of the case, 
that helps the surgeon to decide, regardless of any rule that 
can be put into practice. Dr. Keen, I think, struck the key- 
note to the whole situation when he said that some cases are 
so mild that Dr. Murphy would refuse to operate, and 
other cases can not be operated on too soon. Speeches are easily 
made and words are universally washed off in a meeting. I 
want to say, without being personal, that Dr. Murphy some- 
times does not operate; he says, “I think that case is better 
without operation.” Is that not so, Dr. Murphy? 


Jour. A. M. A. 


Dr. Murpuy—What was the condition? 
Doctor to name the case. 

Dr. GranamM—It was a case of appendicitis, which, in my 
judgment, should have been operated on. Everything was ready , 
Dr. Murphy was called in consultation; he said, “No.” J 
quiesced. I had to. 

Dr. Murpuy—lI recall the case and the consultation—excey)t 
the particulars of the patients sometimes—and I think | 
agreed with the doctor’s diagnosis. 

Dr. GranamM—That is right. 

Dr. Murpuy—aAnd I think this was four or five years ago, 
and I think that was the position I took at the time, but | 
am happy to say that I have changed! 

Dr. GranaM—This was three years ago. I heard Dr. Mur- 
phy preach the same way. 

Dr. Priace, Philadelphia—It is true that our first object 
must be to save life and we should be conservative. 
We must remember this: as long as the abdominal wall re- 
mains opaque and not transparent, we cannot see what goes 
on, and we should lean toward operation, except the case be 
very clear. I think with that we can have something to think 
about. 

Dr. Porter—I wish to go on record as opposed to the state- 
ment that no case of purulent appendicitis gets well. I wish 
to go on record as believing truly that there are cases of 
general purulent affection of the peritoneum that, with timely 
opening and drainage, coupled with incision, relieving the tym- 
pany and letting out the intestinal contents will get well, and 
I believe such cases are on record, and the burden of proof 
rests upon the man who denies the proposition. 

Dr. OcusNnerR, Chicago—I have nothing to say in closing, as 
regards my own paper, but I wish to take just one moment 
to speak on a part of another’s paper—the very matter just 
spoken about. Now, I have seen a great many cases of general 
peritonitis. There was a time when I operated on these cases, 
and at that time whenever the cases proved to be general peri- 
tonitis the patient died. I have assisted in a considerable 
number of these operations and whenever they were operated 
upon the patient died. Others have succeeded in saving some of 
those patients, I am aware, according to the literature. I 
have not been so fortunate, but for the last four years I have 
followed another form of treatment in these cases in which 
general peritonitis was present, in which the condition was 
present that in former times I concluded to be general peri- 
tonitis, and cases in which precisely the same symptoms were 
present, and cases which were formerly proven to be general 
peritonitis. I have followed this form of treatment: I have 
entirely stopped the feeding of the patient; washed out the 
stomach to stop the vomiting; feeding the patient entirely by 
enema, and I have saved many of these patients. Now, I 
can prove that these cases had general peritonitis, because | 
have seen them later on for the relief of adhesions and from 
general adhesions; consequently I can prove that these patients 
had general peritonitis. I have the history of these cases. 

Dr. Joun B. Deaver, Philadelphia—I believe the cases of 
general purulent peritonitis believed to be cured by operators 
are in the majority of instances, circumscribed peritonitis and 
localized abscess. In early years I operated upon cases like 
those under discussion, but with universally fatal results. I 
have seen cases of what I believed to be general peritonitis 
recover without operation. It is my practice to treat these 
cases by packing the abdomen with ice, rectal alimentation 
absolutely, fly blister over the epigastrium and hypodermic of 
strychnia. I do not for one instant think it possible to clean 
every nook and corner of the peritoneal cavity, therefore [ 
do not believe that operation in the presence of universal in- 
flammation of the peritoneum from infectious pus will ac- 
complish a cure. 

In answer to Dr. Keen, who states that Dr. Deaver does not 
always operate when called to the bedside of a patient, I bez 
to state that he is quite correct. In many instances where | 
refuse to operate, had I been called early enough I would. I 
am still of the opinion that better results will follow the re 
moval of the appendix immediately after the initial appendicea!| 
pain than at any other time. 

Until the good Lord makes the belly walls transparent 
it will be impossible to do other than guess as to the progres 
the appendiceal inflammation is making. In the greater m:- 
jority of instances the diagnosis of appendicitis is not a difficult 
one to make. There are cases of appendicitis, as of all other 
forms of disease, where the diagnosis is not only difficult but at 
times impossible to make. ; 

On general principles I do not approve of breaking up ad- 
hesions between coils of bowel in the presence of infection and 
searching for the appendix. As to the removal of the appendix 
in cases of appendiceal abscess, I would go on record as advis- 
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‘yo against the procedure, the operator not being an expert 
“, this line of work. With all due respect, I believe there 
are few of the many men operating for appendicitis who are 
-apable of dealing successfully with the different cases. I 
know of no operation which is more difficult than some of 


the appendiceal cases. In the majority of instances the ap- 
pendix can be taken out with safety by the expert, but not by 
the occasional operator or the general doctor, who operates but 
celdom. Lf time permitted I should like to refer to the vari- 


eties of abscess met with in appendicitis. 

De. Means, Columbus—The matter has been discussed so 
thoroughly and earefully that I feel it would be unwise to take 
your time further in discussing the points at issue. I think 
that there has been a general agreement upon the point I 
made in my paper that there should be no time-limit. My 
position was that I recognized no time-limit in operating upon 
appendicitis; that when the diagnosis was made I operated, 
provided that the environments of the patient were such that 
| could, and I believe that point has been considered. 


THE DEATH-DEALING LONG-TUBE NURSING- 
BOTTLE.* 
BY ERNEST WENDE, M.D., 
BUFFALO. 

lt is not my intention to enter into a controversy on 
infantile mortality from diarrheal diseases, its deplora- 
ble rate, and the causes which are responsible for it. 
‘These latter have been carefully studied, and are, briefly: 
bad air, summer heat, ignorance of simple hygiene, and 
especially artificial feeding. 

To the correction of all these possible factors have 
been directed the efforts of municipal authorities, the 
medical profession, societies, philanthropists and others. 
Tenement-house construction has been corrected and 
regulated by ordinance, the evils of the heated term miti- 
gated by fresh-air missions, free ice and the like, mater- 
nal ignorance enlightened by educational circulars, and 
finally, sanitary protection has been given to milk from 
dairy to nursery, as has been extended to no other in- 
dustry, and this largely, if not almost entirely, with the 
interest of infantile feeding in mind. 

With regard to diet, the child should live on food pro- 
vided for it—milk—the only food which contains all the 
principles essential to life and growth. The infant 
structures grow, by selecting with unerring accuracy, 
from the blood, the materials akin to their own composi- 
tion. For the first six months the child should draw his 
supplies exclusively from the maternal fountains. When, 
however, the full and finely-chiselled bust of napkins or 
towels, the mammary gland of the mother of today,is in- 
sullicient for the performance of its functions, we must 
have recourse to lacteal glands less esthetic and beau- 
tiful—those of the cow, goat, or ass—in preference to 
the wonderful feeding stuffs now so largely advertised in 
the daily and the medical journals. “An honest farmer 
who pastures his own cows on a healthy farm is the man 
to be employed to furnish milk to the poor little baby 
who has to seek another dairy than his mother’s. And 
if the milk is not sweet, fresh, and pure, pathologic 
changes will be developed, thereby rendering the gastro- 
intestinal tract more susceptible to irritants, and the 
procuction of cholera infantum results—when the baby 
evis beyond hygiene and enters the domain of medicine. 

While all these causes of diarrheal disease in infancy 
ave, stated, P gr carefully studied and their in- 
and while also the so-called long-tube 
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It is almost needless to state that an infant previously 
enjoying an environment of continual warmth and mois- 
ture, entirely devoid of infection, that was aseptically 
and insensibly nourished by osmosis should not have a 
hose several inches in length, remarkably efficacious for 
the propagation and the passage of pathogenic micro- 
organisms, placed in direct communication with its very 
susceptible, excitable and over-sensitive stomach. Facil- 
ity of access is the only recommendation attaching to 
such a plan, but this is altogether outweighed by the ter- 
rible risk necessarily involved. Decidedly its only use 
and adaptability to lessen the danger of infection is its 
employment for the flushing of the lower bowel of the 
child. 

The object of this paper is to briefly give the perilous 
and untrustworthy features of the so-called long-tube 
nursing-bottle, and to show justification for not only 
interdicting it, but doing so by law. Something definite 
should be aimed at and done to protect and save the help- 
less offspring of the ignorant and indifferent. The my- 
riads of little ones it has already slaughtered should be 
sufficient to inspire us to enact elaborate laws, to be ad- 
ministered with the greatest care and strictness, in order 
to prevent parents and those in charge of infants from 
committing a variety of acts inconsistent with duty, 
judgment and common sense—for there is more virtue 
in the power of law than in circulars of instruction or 
education. 

The chain of protection sought to be placed against 
these most prolific sources of cholera infantum is no 
stronger than its weakest link, and this weak link has 
been the apparently innocent but death-dealing long- 
tube nursing-bottle. No factor has been more deadly, 
none so subtle as this device. Conceived in the interest 
of labor and time saving, appealing to the poor and over- 
worked housewife, it has invaded the home under false 
pretense as has no other appliance, but has left in its 
trail a record of mortality. Its, dangerous possibilities, 
now well Known, haye caused the physician to taboo it 
for some time, yet its convenience has been so great, and 
its innocence so reasonable, that its apparent merits 
have, in only too many instances, been considered above 
the warnings against it. So certain is its malignant 
bearing on the artificially fed infant that its manufac- 
ture, sale and use should be prohibited by law, and, 
recognizing this fact, it has’ been so interdicted by the 
Buffalo Department of Health. oad 

The peculiar features of danger from its employment 
may be summarily stated, that owing to its construction 
and material, and to the use to which it is put, probably 
no better incubator of pernicious micro-organisms and 
their toxins could be easily designed, as none have 
proven so successful. To the details, which render this 
statement plausible, your attention is asked, as well as to 
the experimental work which has been done in absolutely 
demonstrating, step by step, the vicious results created 
by the utilization of this contrivance, and how and why 
it is vicious; why it should, in all communities, be con- 
demned and prohibited. Its popularity and foothold 
have been so strong that it also has had a commercial 
significance, and its abolition in Buffalo has not been 

without remonstrance and even the cloud of possible liti- 
gation. With the elimination of this, the greatest source 
of artificial infant-food contamination in the household, 
with a judicious observance of sanitary care of milk in 
homes, as supplementary to official surveillance of pos- 
sible and preventable causes, it is not visionary to expect 
a reduction in death-rates in proportion as efforts based 
on our present knowledge can be made effective. 
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As milk is an almost universal food for bacteria, its 
recepiion in a rubber tube, acquired from a coagulum 
that is normally cavernous and unstable, invariably pre- 
senting surfaces that are rugose and unpolished, render- 
ing asepsis an impossibility, must necessarily augment 
the conditions favorable for the growth and development 
of micro-organisms, and finally convert it into a nursery 
which produces conditions favorable to cholera in- 
fantum. 

To establish, beyond peradventure, the danger of these 
tubular thoroughfares for the introduction of pathogenic 
microbes into the infantile economy, and the justifica- 
tion of suppressing them by legislation, I, as a health 
official, resorted to a series of investigations, microscopi- 
cally, bacteriologically and chemically. The microscopic 
examinations of transverse sections, cut from unem- 
ployed rubber tubes taken from nursing-bottles procured 
at the various drug stores of our city, revealed the fact 
that they were manufactured out of rubber sheeting 
cemented together at their longitudinal margins to com- 
plete the tubes, and the seams thus formed were found 
unfailingly imperfect in their construction, showing, 
throughout their entire length, elongated pits and si- 
nuses, which, in their functions, can only be likened to 
our modern bacteriologic “breed ovens.” In some in- 
stances, this state of affairs was further intensified in 
that the tubes were constructed of more than one layer, 
between which such enormous spaces were frequently de- 
veloped, directly connected with the lumen of the tube 
by the numerous pits and sinuses referred to, as to more 
or less inyolve their entire circumference. Moreover, 
the sections likewise demonstrate that the material used 
in the manufacture of this tubing is exceedingly porous, 
and that the pores vary amazingly in size and shape. 
Again, pockets were often seen communicating with the 
inner surface of the tube, while, in several specimens, 
distinct channels were visible connecting similar pits 
or pockets with cavities in the substances of the rubber. 
It would, indeed, be difficult to imagine a more efficient 
arrangement for the propagation of germs. 

By reflected light, under the microscope, the inner 
surfaces exhibit a view apparently made up of roughened 
and scraggy elevations and depressions with many open- 
ings and clefts, extending deeply into the texture. All 
the features of the imperfect seams, by this means, are 
easily discernible and can be readily traced and studied 
throughout their entire length. Therefore, it is obvious 
that any foreign material, gaining entrance to this peril- 
ous combination of pits, sinuses and porosities, cannot 
be removed by any of the ordinary methods of cleansing, 
however vigilant and faithful be the mother or nurse. 
Yes, it is extremely doubtful whether bacteria, when 
once lodged in these incubators, can be displaced or even 
destroved by any known germicide or chemical. 

From the bacteriologic examination of an infected 
rubber tubing, we were able to recognize a deposit of de- 
composing material coating the inner surface, being the 
thickest in those portions of the lumen in close proximity 
to the nipple and glass tubing. This debris was found, 
on further investigation, to consist of coagulated casein, 
with innumerable bacteria of varied morphology. The 
qualitative bacterial examination of the material demon- 
strated the bacillus acidi lactici to be the predominating 
organism. The staphylococcus pyogenes aureus and 
ouidium albicans, with three other distinct species, two 
of which belonged to the non-chromogenic bacilli, the 
third being a chromogenic micrococcus, were present, 
‘ooo gg addition several species not yet completely iso- 
ated. 
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Five decigrams of this grumous conglomeration, dis- 
solved in 2 ec. of sterile water and injected intraperi- 
toneally into each of three full-grown guinea-pigs, weigh- 
ing respectively 200, 254 and 261 grams, produced death 
of the animals in from forty-eight to sixty-one hours. 

Segments of the infected rubber tubing were placed 
in small vials, and kept in an incubator at a temperature 
of 98.5 F., for twenty-one days, after the lapse of which 
time the specimens thus prepared were either in part 
softened or completely disintegrated, while, on the other 
hand, like pieces of the infected tubing, soaked for a 
few moments in a 5 per cent. solution of carbolic acid 
and subjected to the same temperature, were not simi- 
larly affected. The inference drawn from this experi- 
ment verifies the fact that the prolonged effect of de- 
composed milk on rubber will mash, mangle and disin- 
tegrate it. 

In further unraveling the chain of morbid sequences, 
it was found, on a chemical analysis and investigation, 
that this process of decomposition and divulsion was 
due to the fermentation of the lactose of milk remain- 
ing in the tube. 

An intimate part of the tubular mass consisted of zine 
oxid as a filling which, in the cheaper grades, was con- 
siderable in amount. This component substance, under 
the influence of the bacillus acidi lactici, and probably 
some other bacteria, supplied one of the conditions favor- 
able for the continuous production of lactic acid, while 
the other condition was the presence of stale milk in the 
lumen of the tube. At the ordinary temperature, these 
micro-organisms decompose the lactose, giving an inter- 
change of elements as follows: 

+-H,O—C,H, 03. 

However, a certain degree of acidity puts a stop to the 
growth of the bacteria and to the production of acid, 
but if the acid is neutralized, as formed by zine oxid, as 
in this case, the decomposition is a continuous one. The 
casein was also more or less decomposed, which gave 
rise to bad-smelling products that remained in solution 
or else passed off in the form of gases. The presence 
of the zine lactate, thus formed, which was soft and 
hygroscopic, coupled with the other soluble casein pro- 
ducts, rendered the rubber doughy, indicating further 
injury dependent on micro-organisms. 

In conclusion, I must insist that there are most 
rational grounds for believing that this mechanical in- 
vention, the long-tube nursing bottle, should be consid- 
ered as a premeditated plan for the poisoning and killing 
of infants, demanding special treatment by law. 

DISCUSSION, 

Dr. F. P. Norsury, Jacksonville, Ill.—The ordinary nip- 
vle is open to many of the objections which are applicable to 
the long tube. In the average nipple that is molded, after 
being used for some time there will be a crease running the 
whole length of the nipple—on a line at which the two halves 
are united. This is to be seen by turning the nipple wrong 
side out. This becomes an excellent nidus for bacteria. T have 
seen, in consultation, several cases of poisoning resulting «)- 
rectly from the use of such nipples. 

Dr. A. C. Corron, Chieago—I would like to ask Dr. Wen«e 
whether he has made any microscopic examinations of tl 
nippies as well as of the tubes. 

Dr. Ernest Wenpe—The nipples are subject to the sane 
objections as the tubes. However, they can be inverted a1! 
thus, are more easily cleansed. It is customary to recommen! l 
that two nipples be employed, same to be kept in a solution © 
bicarbonate of soda, and used alternately. It may be too 
early to speak concerning the wisdom of this ordinance, \' 
the death-rate in the city of Buffalo was diminished just on- 
half, as compared with the year previous to the enactment 
of the said ordinance. Our statistics are based on the nun: 
ber of those who died from cholera infantum, for they demon- 
strate that the majority of deaths occurred among those who 
use the long feeding-tube. 
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SUMMER DIARRHEA OF INFANTS. 
ITS ETIOLOGY AND TREATMENT. 
BY H. M. McCLANAHAN, A.M., M.D. 

PROFESSOR OF DISEASES OF CHILDREN, OMAHA MEDICAL COLLEGE, 

OMAHA, NEB. 

\Vhile the summer diarrheas of infants vary much in 
‘heir clinieal manifestation and in the pathologic le- 
sions, they are all similar in their etiology and treat- 
ment. It is, therefore, to these phases of the subject 
that I wish to direct attention. 


ETIOLOGY. 
‘The etiologic factors are predisposing and exciting, 
ihe former are age, environment, season, character and 
method of feeding, and previous condition of health. 


Nearly all eases occur during the first two years of life. 
During this period the child has feeble resisting power ; 
its digestive organs are readily prone to functional dis- 
turbances. Its nervous system has feeble inhibitory 
power, and the irritation that in the adult would have no 
effect, in the infant produces profound impressions. 

‘The influence of environment is particularly noted 
in large cities where, owing to the lack of fresh air and 
sunshine there is induced a feebleness of constitution 
that increases the susceptibility of the child to morbific 
influences. 

The method of feeding and the quality of the food 
is a nearly constant predisposing cause. Statistics show 
that about 97 per cent. of all cases occur in bottle-fed 
babies. 

The predisposing element is undoubtedly the quality 
of the food, in most cases lacking in elements to symmet- 
rically nourish the child, and, by producing an enfeebled 
condition, make it more vulnerable to the exciting cause. 
Rickets is a conspicuous example. 

Again, the food may be difficult of digestion, as when 
it contains an excess of albuminoids. In these cases, 
the digestive organs are taxed beyond their capacity and 
a state of chronic irritation produced. It can be safely 
aflirmed that the majority of cases of summer diarrhea 
are preceded by some form of indigestion due to the 
method of feeding. The season is so important that 
these diseases were formerly looked upon as thermic 
fevers. We now know that they are not directly induced 
by heat. 

Modern bacteriology has taught us the true influence 
of heat in inducing these disease. We should not, how- 
ever, lose sight of the fact that extreme heat is debili- 
tating, that its enervating influence lessens the resisting 
power, that the profuse perspiration creates a thirst 
Which leads the child to ingest excessive quantities of 
food, overloading the digestive organs, and impairing 
their functional activity. The previous condition of the 
health of a child is perhaps more important in influenc- 
lg our prognosis than in causing summer diarrhea. 

The child whose constitution is enfeebled by sickness, 
either acute or chronic, is not only more susceptible to 
these diseases, but is less able to withstand the invasion. 
Al! the conditions IT have mentioned exert, either singly 
or together, an influence in predisposing the child to 
siiumer diarrhea but none or all together, in the true 
sciise of the term, cause these conditions. 

Summer diarrhea is an infectious disease, just as 
certainly and upon the same evidence as typhoid fever, 
With the distinction, however, that it is not due to one 
spocifie germ. The method of invasion is nearly always 
by the food through the gastro-intestinal tract. The 
Poison originates in the milk, through the agency of 
Dactorial growth. 

! quote from Professor Vaughan of Ann Arbor": 
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“The child taking its nourishment directly from the 
breast of the healthy mother obtains its milk practically 
germ-free, while the one taking cow’s milk receives 
along with this food many kinds of bacteria, some of 
which are very harmful. These diseases are confined 
to the summer months because the germs which elab- 
orate poisons in milk require a relatively high temper- 
ature for their growth. During the hot months of sum- 
mer these bacteria are widely distributed, and easily 
find their way into milk. They grow rapidly and pro- 


‘duce chemical poisons. Furthermore, decomposing mat- 


ter harbors and supports these bacteria at a time when 
the outdoor temperature is high enough to allow their 
growth.” 

The intestinal tract of healthy children contains bac- 
teria. The two varieties constantly found are bacillus 
lactis aerogenes, and bacillus coli communis. As to 
the part played by these bacteria in normal digestion, 
but little is positively known. 

In all forms of diarrhea these obligatory milk-feces 
bacteria are greatly increased in number, and are more 
widely distributed throughout the alimentary tract. 

According to Booker’s investigation, in mild types of 
summer diarrhea these varieties predominate almost to 
the exclusion of all others. Owing to their increased 
number they develop acids in the intestinal traect— 
lactic, acetic and butyric. These acids irritate the 
mucous membrane and are probably the direct cause of 
the diarrhea. More important, however, is the fact that 
by reason of the irritation of the mucous membrane 
from the increased number of these bacteria, it is made 
more vulnerable to the influence of virulent pathogenic 
germs. In the more serious types of diarrhea, how- 
ever, other bacteria are present, among the most com- 
mon being the proteus vulgaris. 

In many of these serious cases, as post-mortem ex- 
aminations demonstrate, the actual damage is the result 
of bacterial growth, since no lesion of the intestinal wall 
is discovered and no penetration of the body tissues by 
bacteria can be demonstrated. In this class of cases 
the symptoms are certainly to be attributed to the ab- 
sorption of toxins. In cases where the micrococci are 
present there are usually found distinct inflammatory 
changes in the intestinal mucous membrane. It is most 
generally the staphylococci that are found. These bac- 
teria may find an entrance into the subjacent tissues, and 
thence may be distributed throughout the body. When 
these cases do not terminate fatally in the acute stage, 
they are likely to drag along for weeks and even months. 
“Tt is the consensus of opinion among investigators that 
no one specific kind but many different kinds of bac- 
teria are concerned in the causation of summer diar- 
rhea.”* Indeed, as many as forty different varieties 
have been detected. 

A further important fact is this: chemical poisons, 
the result of bacterial growth, may be developed in the 
milk before it is taken into the stomach and these poi- 
sons may induce very serious symptoms in a short time 
after the milk is ingested. Professor Vaughan reports 
a case where symptoms of cholera infantum developed 
within two hours after taking the milk. 

There is certainly good reason for believing that true 
cholera infantum is caused by toxins developed outside 
the body. It is important to remember that the stomach 
of the infant has feebler digesting power than that of 
the adult; that the albuminoids of milk are but slightly 
changed in the stomach, but pass into the bowel almost 

| Edwards’ Supplement to Keating’s Cyclopedia, 


p. 15. 
2 Keating’s Cyclopedia, Vol. iii, p. 190. Intestinal Bacteria in Chil- 
dren—Booker. 
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unaltered, hence, poisons in the milk are not likely to 
be destroyed or inhibited by the gastric ferments. 
TREATMENT. 

The first and most important principle of treatment 
is to stop milk and all other kinds of food. This direc- 
tion should be made mandatory, because people, in mis- 
taken kindness, will insist upon giving the child some 
nourishment. The reasons for this are that milk affords 
a pabulum for development and growth of bacteria, and 
therefore tends directly to increase and continue the 
difficulty. 
and the child receives little nourishment from the food. 
The next object is to unload the intestinal tract as com- 
pletely as possible. This is done to remove the supply 
of poison, lessen the absorption of toxins, and prevent 
irritation of the mucous membrane by the contact of 
decomposing material. The means to this end are me- 
chanical and medicinal. 

The mechanical means aré lavage of the stomach and 
irrigation of the bowels. In those cases where there is 
marked gastric irritation, lavage is an excellent mode of 
treatment, not only because it empties the stomach, but 
for the reason that it prevents vomiting. While some 
writers say this is entirely free from danger, yet if a seri- 
ous result had ever occurred such a statement is incor- 
rect. One fatal case has been reported from introducing 
the catheter into the larynx. To avoid this accident, 
the index finger should be used as a tongue depressor, 
when the catheter can be carried over the base of the 
tongue, and against the posterior wall of the pharynx, 
and thence on down the esophagus. In this way all dan- 
ger can be avoided. 

Irrigation of the bowels reaches directly only the large 


intestine, and in order to accomplish this purpose, it is 


necessary that large quantities of water be used, at least 
from half a gallon to a gallon. As the object is to flush 


,out the colon the operation is to be continued until the 


water returns free from fecal matier. While irrigation 
is going on the abdomen should be gently rubbed. This 
stimulates peristaltic action of the entire intestinal 
tract, and favors elimination. 

To unload the small intestine, drugs are necessary. 
Calomel is the best remedy, given in doses of from 1-10 
to 14 grain, repeated hourly until the typical spinach 
discharges are produced. In many cases this may be fol- 
lowed to advantage with castor-oil. In a majority of 
cases seen early, this treatment will arrest the disease. 

When the disease is so arrested the next important 
point is in regard to the diet, because it should be re- 
membered that these cases may easily suffer a relapse 
from renewed infection. It is often better to withhold 
milk for some days and use other varieties of food. 

It is in this connection that certain proprietary ar- 
ticles are of service. Among these articles I would men- 
tion bovinine, Fairchild’s panopepton, and _ liquid 
peptonoids. Mutton broth is an excellent article of diet, 
and may be the sole food for several days. It should be 
carefully prepared and all fat removed. In children 
over a year of age farinaceous infusion may be em- 
ployed. The following, taken from Jacobi*, answers a 
good purpose: 5 oz. barley water, the white of one egg, 
from one to two teaspoonfuls of brandy or whisky, some 
salt and sugar. Small quantities of this may be given 
every few minutes. 

When a milk diet is resumed, it should be thoroughly 
sterilized and properly diluted. In infants under a vear 
of age, I prefer the milk and cream mixture. The form- 
ula which T usually employ is as follows: 

Nes Therapeutics of Infancy and Childhood, p. 225, 


Furthermore, digestion is greatly impaired . 
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Mix and sterilize. 


To each three or four ounces of this, when ready fo, 
feeding, one to two drams of lime water ’should be added, 
In preparing this the sugar should be dissolved in water 
and the cream and milk added. 

This formula can easily be modified to suit individ- 
ual cases. Cases that do not yield to the treatment al- 
ready indicated, and this includes those that have per- 
sisted for a few days before medical advice is sought, 
require further attention. 

Where the alvine discharges continue fetid, remedies 
directed to the disinfection of the alimentary tract are 
indicated. A remedy that has given me the best satis- 
faction is eudoxin. ‘This may be given in doses of from 
14 io 14 gr., in powder, combined with sugar of milk. 

Where the dis charges are acid in character, as indi- 

cated by the ery thema about the buttocks, this reme ‘dy 
may be combined with an alkali, as subnitrate of bis- 
muth or prepared chalk. In these cases also the bowels 
may be irrigated twice each day with a warm saline solu- 
tion. Where there is much tympanites, it is of benefit 
to add to the water bicarbonate of soda one dram to the 
int. 

Where the diarrhea persists the question of the use of 
astringents suggests itself. My own belief is that it is 
better to use some remedy to check the action of the 
bowels, because frequent movements interfere with the 
rest and comfort of the patient. I have never been able 
to see any benefit from the vegetable astringents, even 
in those cases where they are retained by the stomach. 
Of the preparations of opium I prefer either paregoric 
or Dover’s powders. These allay irritation, arrest per- 
istalsi¢, and give needed rest. A safe rule is to direct 
that the prescribed dose be given after each movement, 
thus as they become less frequent, less of the drug is 
given. ad 

Where there is marked prostration, supportive meas- 
ures are indicated. Alcoholic stimulants, externally and 
internally, are to be employed. Children bear stimu- 
lants well. Whisky is the better, as it is less likely to be 
adulterated than wines or brandies. For external use, 
equal parts of alcohol and hot water are better than al- 
cohol alone. Where the heart is evidently weak, digitalis 
is an excellent remedy. I prefer the fluid extract, owing 
to the smallness of the dose, of which one drop may be 
given every two or three hours in water. 

There are a certain number of cases that persist in 
spite of treatment. This class includes those ca-- 
where there is a true inflammatory lesion in the bow«l, 
with a general sepsis. The discharges consist largely of 
mucus, epithelium, and blood. The treatment already 
indicated is appropriate to these cases, but often unayail- 
ing. Small doses of silver nitrate are sometimesof benefit. 
Sulphocarbolate of zine is another remedy worthy ©° 
trial. 

Whatever the reason may be, the fact remains t)\: 
change of location is the most valuable treatment }-- 
sible. I remember a case that I treated with indiffer™’ 
success for five weeks and then suggested a change. | 
mother took the child to Spirit Lake, Iowa, and in one 
week, without any other general change in treatmen! 
the child was restored to health. In another case s+) 
by me in consultation a year ago, the disease had prr- 
sisted for four weeks. The child was extremely eio- 
ciated and anorexia was complete. This patient w:- 


sent to Wyoming, where it made a complete recovery. 
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CHOLERA INFANTUM. 

\ few thoughts upon the subject of the treatment of 

vo aeute form of this disease. After irrigation of the 
owel it is of benefit to use the following: 20 gr. of 
‘annie acid dissolved in one pint of boiled water. This 
< injected into the bowel and retained by pressure 
avainst the buttocks. The acid probably coagulates any 
albuminoids that may remain in the bowel, and prevents 
their absorption. This treatment, which was suggested 
by Professor Vaughan, I have frequently emp’ ved, with 
decided benefit. 

As the watery discharges rapidly produce collapse, 
it is good treatment to arrest the action of the bowels, 
after they have been irrigated. For this purpose I em- 
ploy the method suggested by Holt, namely, the hypo- 
dermatic injection ef morphin sulphate, gr. 1-100, with 
atropia sulphate, gr. 1-800. This will frequently arrest 
the action of the bowel for some hours, but should not 
be repeated within twelve hours. 

‘Thirst is usually intense, but the stomach is so irri- 
table that fluids are generally rejected. All kinds of 
foods should be strictly withheld. The most agreeable 
drink is ice-cold sterilized water containing one drop of 
dilute nitric acid to each half ounce. 

For collapse there is nothing equal to the subcutan- 
eous infusion of normal salt solution. The only appara- 
tus necessary is a hypodermic needle and fountain syr- 
inge. This supplies the system with water in a manner 
so that it can not be rejected. When the extremities are 
cold the hot sheet pack is indicated. Mustard may be 
added to the water in which the sheet is dipped, with ad- 
vantage. 

Nervous svmptoms are probably due to either fever, 
the absorption of toxins, or both, and when prominent, 
generally indicate a fatal termination. The ice-cap to 
the head can safely be employed. A solution of bromid 
of potassium and chloral hydrate may be given per rec- 
tum. 

Coal tar drugs are seldom to he employed. 

1312 N. 40th Street. 


SURGICAL TREATMENT OF ACUTE 
PERITONITIS.* 
BY A. F. HOUSE, M.D. 
Surgeon to St. Clair Hospital; Consulting Surgeon to the 
erman Hospital. 
CLEVELAND, OHIO. 

In presenting my paper on the surgical treatment of 
acute peritonitis I have not thought it necessary to re- 
view my experimental work, or to report all my cases 
operated upon. Neither is it possible in a short paper 
io enter into a discussion of the anatomy, etiology, 
pathology and the various clinical phases found in this 
formidable disease, because inflammation of this mem- 
vrane may have so many different causes and assume 
such varied clinical aspects that it is difficult to form- 
wate a uniform and satisfactory classification. Suf- 
‘ice it to say that, anatomically and physiologically con- 
silered, the peritoneal cavity may be said to be a large 
‘ymph-sac, and noted for its capacity of absorption. 
Chis capacity is not surprising when we take into con- 
sideration that in its parietal and visceral enfoldings, it 
resents nearly as large a surface as the entire integu- 
iientary covering of the body. 

Idiopathic peritonitis is considered doubtful by most 
‘nodern pathologists, and it has become an established 
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practice to search for a local cause in all cases of peri- 
tonitis. I believe in every instance, micro-organisms 
from some source or other have gained access to the 
peritoneal cavity. Wounds of the peritoneum heal with 
remarkable rapidity if the surfaces are kept in uninter- 
rupted contact ; in a few hours, adhesion takes place be- 
tween the united parts by means of plastic material and 
is termed “plastic peritonitis.” This is purely a regener- 
ative process and should not be classed with the inflam- 
matory affections. 

Of the various structures of the body, the peritoneum, 
without question, is‘one of the most susceptible to septic 
influences, and it has become an established fact that 
different portions of the peritoneum present different 
degrees of vulnerability to sepsis. The most sensitive 
region is that over the small intestines. The parietal 
peritoneum is much less susceptible to infection. When 
peritonitis is developed away from the small intestinal 
area, it is apt to be localized. This is shown by the course 
of peritonitis in the iliac fossa, in the subphrenic region 
and in the pelvis. 

Septic and suppurative peritonitis are, etiologically, 
identical; however, clinicaliy they differ in that acute 
septic peritonitis is generally diffuse and leads to a 
rapidly fatal termination, while both forms are caused 
by a pus organism. Suppurative peritonitis is more gen- 
erally local or circumscribed and more often amenable 
to surgical treatment. It is quite likely that the most 
common form of peritonitis is that caused by infection 
from some portion of the alimentary canal, as in appen- 
dicitis or acute obstructions and the various forms of 
ulceration of the bowels. The organism generally found 
in these cases is the bacillus coli communis. Still there 
are certain other infections which pursue quite as ful- 
minating a course as those from the alimentary tract, 
such as for instance results from faulty technic, in which 
a virulent germ is introduced by instruments, sponges 
or fingers. We also know that the reproductive organs 
are often the cause of a virulent peritonitis, as in certain 
forms of metritis or salpingitis. It may be well also to 
menticn here certain forms of inflammation of the liver 
and gall-bladder and the rupture of abscesses of various 
parts of the body as producing peritonitis. ‘The micro- 
organism usually found in these cases is the 
streptococcus. In rare instances, perhaps, some 
of the milder pus cocci seem to have = an 
unusual virulence. I believe, barring faulty asepsis, 
that peritonitis caused by infection from the 
intestine is the most rapid in its progress and the most 
fatal in its results. Whether the colon bacillus in its 
growth is an effect rather than a cause, I am unable to 
say. Its constant presence in all cases of peritonitis 
of intestinal origin justifies the opinion that it has at 
least a great influence as a causative factor. The symp- 
toms of acute peritonitis when operative interference 
is advisable and not without hope may be grouped as 
follows : 

1. Pain of varying degree; either local and becoming 
general, or general becoming local, according to cause. 
This pain is very frequently referred to the region of the 
umbilicus, even when the seat of infection is remote 
from that point. 

2. Tenderness, general becoming local, or local becom- 
ing general, as a result of pain. Marked rigidity of the ab- 
dominal muscles is present, and in many instances this 


rigidity is more marked over the portion of the peri- 


toneal cavity in which the infection commenced. The 
importance of early rigidity is a symptom of the utmost 
value, and my experience leads me to fear that its aid in 
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making an early diagnosis is not sufficiently recognized 
by many practicians. 

3. Vomiting, usually of a green ropy substance. It may 
be exceptionally absent, but when present is a symptom 
of a rapidly developing and severe infection. 

4. Shock, varying in degree, is usually present in cases 
of acute perforation or gangrene, before paralysis of the 
intestine from septic absorption has occurred. 

5. From two totwelve hours after infection the abdomen 
becomes more or less distended, this distension not only 
being due to a transudation of fluids but also to the 
accumulation of gases within the intestinal canal as 
a result of paralysis and arrest of the normal functions 
of the intestinal tract. To wait for distension in the 
diagnosis of general peritonitis, is in the larger propor- 
tion of cases, to postpone operation until too late. 
rise in pulse and temperature is exceptionally absent. 
More frequently the puise runs from 100 to 160, is 
thready aud weak, tle temperature varying from 99 
to 105 or even higher within twelve hours of the first 
symptoms of invasion. Peristalsis is diminished. 

The symptoms in fully developed peritonitis in which 
the wisdom of an operation is questionable, I have 
grouped as follows: Pain, lessened or absent. 'Tender- 
ness general. Distension marked, replacing the rigidity. 
Incessant vomiting of green or stercoraceous material, 
obstinate constipation, peristaltic movements not heard, 
a rapid and feeble pulse, temperature gay be high or 
low, more or less lividity of the abdominal skin; the ex- 
tremities cold and the mind clear, and the body bathed 
in perspiration ; one step more and our patient is mori- 
bund. 

The treatment of peritonitis resolves itself into both 
medical and surgical, and while it is the purpose of this 
paper to treat the subject from a surgical standpoint 
yet a few words in reference to what the surgeon should 
do and what he should not do in the way of medical 
treatment is pertinent to my subject. The diet should 
consist of concentrated liquid nourishment, such as 
milk and the animal broths, with stimulants as indi- 
cated. When nausea and vomiting interfere with the 
stomach feeding, which is so frequently the case, high 
rectal enemata may be tried, and if this fails submam- 
mary infusion of warm water or the physiologic saline 
solution will frequently relieve the intense thirst which 
is at times so distressing. 

The therapeutic indications in acute general periton- 
itis have not up to this time been fully settled. While 
opium and ecathartics have been used largely in the 
treatment of this formidable disease, yet both fail to ac- 
complish the desired result. The advantage claimed for 
the use of opium is the relief from pain and the state of 
rest it gives the inflamed intestinal surfaces. This 
theory, however, is an erroneous one. The fact is the 
chief danger in this disease is dependent not upon the 
local inflammation but upon the absorption of the 
products. The method of intestinal drainage, first de- 
vised by Lawson Tait, has found a general acceptance 
throughout the world. The free and early use of saline 
cathartics not only carries out these products through 
the intestinal canal but relieves distension, promotes ab- 
sorption of the peritoneal exudates and assists in elim- 
inating the toxins. On the other hand the use of opium 
not only increases intestinal distension by the impair- 
ment of its muscular wall but also hinders the absorp- 
tion of exudates and the elimination of the various 
toxins. To condemn the use of opium in perforation 
peritonitis would be folly. Cathartics in this class of 
eases are positively contraindicated, as an extravasation 
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of liquid feces would likely be increased in such a case 
and an infection which had, up to that point, been local, 
might become general. Opium in these cases not only 
prevents peristalsis, but relieves pain and diminishes 
shock. 

In general peritonitis, especially the septic variety, 
strychnin, camphor and alcoholic stimulants should be 
employed early and at short intervals. Should the 
stomach refuse to tolerate the above mentioned drugs 
they should be given hypodermically or per rectum. 
Calomel in small doses in the early stages sometimes 
diminishes the nausea and vomiting. 

In discussing the surgical treatment of general peri- 
tonitis is it not good logic to assume that septic inflam- 
mation of the peritoneal sac is amenable to the same 
general laws that govern septic infection of other tis- 
sues? ‘The indications for interference are much more 
difficult to determine than methods. While, perhaps, 
most cases of general peritoneal infection prove fatal, 
yet many cases are recorded where free incision and 
thorough irrigation and drainage have been followed 
by recovery. In a classical address by N. Senn, before 
the International Medical Congress at Moscow, in Aug- 
ust, 1897, he says: “I have opened, drained and washed 
out the peritoneal cavity in many cases of diffuse sep- 
tic peritonitis and I am free to confess, without a sin- 
gle successful result. Yet there can be no difference of 
opinion in reference to the advisability of early opera- 
tive treatment in the management of general diffuse 
septic peritonitis. Without operation death is certain.” 
Koerte® believes that most of the brilliant statistics of 
cure of acute general peritonitis by operations are false. 
Frederick Trevis* says there can be no doubt that all 
forms of peritonitis are septic and due to micro-organ- 
isms, and that there is no such thing as idiopathic per- 
itonitis, and we have made great advances in the treat- 
ment of localized peritonitis but we have made but lit- 
tle progress in the treatment of diffuse peritonitis. Hal- 
stead of Johns Hopkins regards general peritonitis an 
exceptionally fatal disease. Mikulicz reports 3 recov- 
eries in 14 cases, Koerte 6 recoveries in 19 cases. E. H. 
Grandin‘, in a discussion on septic peritonitis, says that 
his studies have enabled him to be more hopeful in the 
prognosis of general suppurative peritonitis than was 
formerly the case. He gives a record of 40 cases of lo- 
cal and general suppurative peritonitis. These cases do 
not include instances when pus was low in the pelvic 
cavity and accessible by the vaginal route. Thirty-one 
of these cases were local suppurative peritonitis and a 
general suppurative peritonitis. Of the 31. cases, 
all recovered after incision and drainage. Out 
of the 9 cases of general suppurative peritonitis 
only one recovered. In this case multiple incisions were 
made, and copious flushings were practiced with saline 
solution, drainage was through the incisions by means 
of strips of gauze, and antistreptococcus serum was in- 
jected a number of times at stated intervals. After the 
administration of the serum the temperature invariably 
fell, the pulse-rate became less, and the production of 
pus was greatly limited. Dr. Grandin is not certain 
that the serum brought about’ a cure in this case, bu! 
thinks it quite probable and advises its use in all case-. 

A paper by Robert Abbe, upon “The Prognosis an‘ 
Treatment of Acute General Peritonitis,” says that the 
grave form of acute general peritonitis is almost invari- 
ably due to the rupture of a hollow viseus—stomach,in- 
testine, appendix or bladder. Its origin is certainly bac- 
terial, and septic infection overwhelms the patient and 
is unconfined by any barrier of lymph. The virulence 
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|) vhe attack varies with the nature of the material in- 
duced. Material from the appendix is more virulent 
than material from the stomach and bladder. In grave 
~oses a long median incision or two lateral ones are re- 
oojred. He believes that gauze packing 1s far better 
for drainage than glass tubes or rubber ; that in wide- 
_yyead infection systematic irrigation with normal sa- 
|.ne solution must be used, and if the intestines are dis- 
‘ended with gas and fluid to prick them in one or two 
»laces with a knife and allow the escape of gas and feces 
and wash away with a stream of hot water. Through 
one of these openings introduce a syringeful of saturated 
solution of epsom salts and close the puncture. 

| am fully satisfied from personal observations that 
a fatal issue in many of these infectious cases 1s due to 
prolonged medication, and the surgical remedy is con- 
sequently postponed until its chances of success are 
cone, If the abdominal cavity could be opened at the 
very beginning of general infection the results would 
he much more encouraging than they are at the present 
time. To sustain that which we have asserted, let us 
take for instance perforation of the abdominal wall 
with injury of its internal viscera, sudden intestinal 
extravasations, twists, invagination, strangulation or 
rupture abscess. While it is true that with some of these 
lesions a general infection is coincident, and in others 
it may appear in a few days, yet in both classes an early 
operation is necessary to be successful. In all acute ab- 
dominal lesions of an obscure character we are justified 
in making an exploratory incision. 

It is not within the scope of this paper to go into all 
the minute details as to the locality and size of the in- 
cision or the different methods of drainage and irriga- 
tion. Suffice it to say that the incision should be made 
in the median line below the umbilicus, unless the pri- 
mary lesion should indicate otherwise. 

For simple evacuation of fluids and drainage a short 
incision is usually all that is required, but when the 
condition depends upon mechanical obstruction or par- 
esis of the intestine, and irrigation of the peritoneal 
cavity is to be used, an incision at least long enough to 
admit the free introduction of the hand is indispensable. 

Perfect drainage of the peritoneal cavity in all cases 
is practically impossible and especially so when the in- 
testines are greatly distended. The material generally 
used is either gauze, rubber or glass. I prefer gauze 
wicks or glass tubes filled with strips of gauze and 
wrapped with the same material. Many times, in order 
to make drainage as perfect as possible, it is necessary 
to insert gauze or drainage-tube in otherthan the primary 
incision, as in one or both loins or through the lumbar 
region. . The Mikulicz tampon or drain, first used by the 
one whose name it bears, has proved of inestimable value 
in many cases of abdominal operations. 

Irrigation, like many other surgical procedures, has 
boon freely argued pro and con. The objection that ir- 
rivation only spreads the infection holds good only in 
localized peritonitis where there might be danger of 
vrcaking or tearing up the adhesions. Practically it is 
‘i possible to thoroughly disinfect the peritoneal cavity, 
‘1 it is far better to have imperfect disinfection than 
none. Solutions of various kinds are used; those con- 
‘dining strong antiseptic or germicidal properties are 
conducive to more harm than good. Sterilized water, 
borie acid, Theirsch solution, acetate of aluminum and 
vormal saline solutions may be used without fear of toxic 
eYoct. Personally I prefer the physiologic saline solu- 
‘on with 1-2000 or 1-3000 formalin. Whichever one of 
‘ese solutions one prefers should be used at a temper- 
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ature of at least 105 to 115 F., as in all eases where ir- 
rigation is deemed advisable, a solution of this temper- 
ature stimulates the heart and thereby assists in reliey- 
ing shock. ‘The stream should be sufficiently large, with 
force enough to reach the remote parts of the peritoneal 
cavity. J prefer using the Kelley irrigation tube in- 
troduced into the bottom of the peritoneal cavity. The 
propriety of breaking up adhesions for the purpose of 
making irrigation more perfect is questionable, and I 
believe should not be done except in non-suppurative 
cases. ‘The method of mopping fluids or pus from the 
peritoneal cavity by gauze or sea sponges is not to be 
advised. It is far better to turn the patient upon the 
side and allow the fluid to run out, after which a more 
thorough cleansing can be done by gauze. Death in 
peritonitis is more frequently caused by rapid intox- 
ication than by inflammation. In all cases of fulminat- 
ing peritonitis, inflammation of the visceral peritoneum 
of the intestine leads to paralysis of the muscular coat 
and rapid distension. To relieve this, surgical interven- 
ton has of late been advised by N. Senn, MeCosh, 
Knowsly, Thornton, and many others, by incision or 
puncture of the intestine. The methods of Senn and 
McCosh seem to be the most practical. Senn places 
his patient upon the side, brings the most distended 
part of the intestine well forward into the wound and 
then makes a transverse incision of about an inch oppo- 
site the mesenteric attachment, then grasps the bowel 
as far as possible above and beiow the incision, elevates 
the intestine on either side of the incision in its wall 
and in this wise empties out its contents, after which 
he thoroughly cleanses the exposed intestinal surface 
with normal saline solution. The incision is closed 
with the usual Lembert sutures and the bowel returned. 

McCosh* claims that his results have been much better 
since he began the use of saturated solution of magne- 
sium sulphate as an intra-intestinal injection. His 
method is to inject one or two ounces of sulphate of 
magnesia through a hollow needle attached to a large 
aspirating syringe; the small intestine is punctured as 
high up as possible and the wound closed by a Lembert 
suture. 

While my experience in the surgical treatment of 
acute peritonitis has been limited, compared with that 
of many other surgeons, yet the results have been such 
that I feel justified in asserting that in the early stages 
of acute peritonitis we are not only justified in making 
an exploratory incision, but it is our imperative duty. L 
hold that every case showing most or all of the symp- 
toms I have enumerated should be subjected to an oper- 
ation at once or as soon as the patient has been prepared. 
I make but one exception to this rule and that is, in 
cases of gonorrheal infection of the tube we are justified 
in waiting in most cases until the acute symptoms sub- 
side. I have yet to see a death that was caused by a too 
early operation, while I have seen many where medica- 
tion was prolonged until the surgical remedy was of 
no avail; and the sooner the general practician is 
brought to a realization of the fact that acute periton- 
itis is a disease that must be treated surgically, the 
sooner will the mortality in this disease be decreased. 
My method has been to irrigate freely the peritoneal 
cavity with from two to four gallons of normal saline 
solution, after which I irrigate with one or two gallons 
of saline solution, containing from 1-2000 to 1-3000 
formalin in all cases where no pus or seropurulent fluid 
is found. I use no drainage, but fill the peritoneal cav- 
ity with plain physiologic saline solution and close the 
wound. Drainage is always attended by danger of pu- 
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trefaction bacilli entering into the peritoneal cavity, 
and, to be of service, must be limited to the evacuation 
of pre-formed pathologic spaces. I have no cause to 
regret its abandonment in non-suppurative cases. If 
there has been no bowel movement for several hours and 
evidence of intestinal paresis exists, I inject from one to 
two pints of normal saline solution into the intestine by 
means of a hollow needle attached to a glass irrigating 
jar and close the intestinal wound by means of a Lem- 
bert suture. In cases of localized suppurative periton- 
itis, after evacuation of the pus I mop out the cavity 
with gauze dipped in normal saline solution containing 
1-1500 formalin, and drain with gauze wicks. 

The after-treatment in all cases of peritonitis which 
have been subjected to an operation demands close at- 
tention, for all such patients are prostrated, not alone 
from the immediate effects of an operation, but from the 
disease as well, and require stimulating treatment. 
Strychnia, camphor and alcoholic stimulants are to be 
used. Dry heat externally aids us in relieving shock 
and in restoring peripheral circulation. Partial inver- 
sion of the body by raising the foot of the bed acts as a 
cardiac stimulant; thirst must be relieved when vom- 
iting and nausea are severe, by high rectal enemata or 
subcutaneous infusion; tympanitis can often be relieved 
by the use of the rectal tube or high turpentine enemata. 

PERFORATION PERITONITIS. 

Case 1.—F. G., a male, age 43 years, by occupation 
a laborer, was found by a park policeman in Gordon 
Park Sunday evening, July 26. An ambulance was 
called, and he was sent to St. Clair Street Hospital. 
The history as given me by the house physician previous 
to his coming under my charge is as follows: ‘The pa- 
tient says he has not been feeling well for several days. 
During Sunday he was taken with diarrhea and vom- 
iting, with severe pain in the abdomen and lower limbs. 
On entering the hospital he was given a hypodermic in- 
jection of 14 grain of morphia every four hours, which 
rave him some relief from pain, and vomiting was less 

requent. The patient says his bowels moved several 
times during Sunday evening and Monday. Tuesday at 
2 p. m. the house physician observed that the patient 
was in more pain and that there was stercoraceous mat- 
ter in the material vomited. No bowel movement had 
occurred during the day. I was at this time asked to 
see the case. I found on inspection a pinched look, 
anxious expression, flat abdomen and a restless patient. 
On palpation I found extreme rigidity of all the abdom- 
inal muscles; in fact, they were hard and board-like ; 
tenderness was general, yet on firm pressure there 
seemed to be one point at the outer border of the left 
rectus muscle, one inch below the umbilicus, which was 
apparently more sensitive than any other part of the ab- 
domen. The pulse was 126 and the temperature 99. 
A hypodermic injection of */,, grain of strychnin. was 
given and the patient prepared for an abdominal section. 
An incision was made midway between the umbilicus 
and pubis; a retractor was used to raise the abdominal 
wall for an intra-abdominal inspection before disturb- 
ing the internal viscera; to the left of the incision a coil 
of collapsed bowel some five inches in length was seen. 
The peritoneal cavity was walled off with iodoform 
gauze, the collapsed bowel brought out of the incision 
and laid on a sterilized towel wet in saline solution: 
intestinal clamps were applied, five inches of bowel 
were removed, and the Murphy button used. After the 
button was introduced into the bowel, before being 
closed, twelve ounces of saline soluton, the bowels thor- 
oughly cleansed and wiped with gauze wet in saline 
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solution and returned to the peritoneal cavity. No 
drainage was used in this case, yet my patient made a 
rapid and complete recovery. 

CAsE 2.—Miss 8., aged 22 years, by occupation a 
clerk, gave a history as follows: Three weeks previous 
she was sick and her attending physician said she had 
an attack of appendicitis—which I believe was so. After 
recovering from her illness she says at times she still had 
some pain. On Tuesday morning, Sept. 8, 1898, she 
arose as usual. After being up a couple of hours she was 
taken with violent pain in the abdomen, and vomiting 
began shortly thereafter. Dr. Pasko was called, who 
diagnosed peritonitis undoubtedly due to appendicitis. 
At 10 p. m. of the same dav I saw her in consultation. 
The abdomen was distended, there was general tender- 
ness, rigidity well marked, vomiting, frequently of a 
green ropy substance. Pulse was 120, temperature 
102.5. Peristalsis was diminished. My advice was an 
immediate operation. This the parents did not accede 
to but wished to weit and see what they could accomplish 
by local applications during the night. Early the fol- 
lowing morning the Doctor telephoned me that the pa- 
tient was much worse and that they had decided to re- 
move her at once to St. Clair Hospital for an operation. 
Before leaving home her temperature was 103, pulse 
130, the abdomen greatly distended, tenderness general 
and extreme rigidity of all the abdominal muscles ; vom- 
iting quite frequent. After due preparation an inci- 
sion was made in the right linea semilunaris. A slight 
amount of odorless serum was found in the peritoneal 
cavity. The small intestines were thoroughly covered 
by and agglutinated with plastic material. These ad- 
hesions were thoroughly broken up, and whenever prac- 
ticable, the lymph-was removed and washed away. The 
appendix was removed. It contained a large fecal con- 
cretion 114 inches from its distal end which was necrotic 
and broken down. The peritoneal cavity was thoroughly 
irrigated with some four gallons of normal saline solu- 
tion; after this thorough irrigation. The cavity was 
filled with the same solution and the wound closed. No 
drainage was used. My patient made an uninterrupted 
recovery. 
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DISCUSSION. 

Dr. A. J. OCHSNER, Chicago—Dr. House has brought before 
us one of the most important subjects that we will have under 
consideration during this meeting,,and this paper should cer- 
tainly receive a very full discussion, because the very radicai 
views which the Doctor has expressed should either be en- 
dorsed by this Section as good teaching, or, if our experience 
does not correspond with that of the author, this fact should 
be emphasized. 

Having under my care a large surgical hospital, I have had 
an opportunity to observe an unusually large number of pa 
tients suffering from peritonitis, especially those in whom thi- 
condition is due to perforative or grangrenous appendicitis, an! 
others in whom it is due to infection from salpingitis. Patients 
are constantly being sent in with the request of the attending 
physician that an abdominal section be made at once, because 
this seems to be the only possible chance of saving the paticn’ * 
life. Until about four years ago I usually complied with *!)> 
request, and almost invariably the patient died. At that (iv 
I thought these patients died notwithstanding the operation. 
now I know that many of them died on account of the opers- 
tion. 

Usually the infectious material is primarily localized, either 
in the appendix or in the Fallopian tubes, and this materia! i- 
distributed to the other portions of the peritoneal cavity by the 
motion of the small intestines. If this motion is prevented in 
the early part of the attack the peritonitis will remain very 
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\y.ited. and correspondingly harmless. The omentum natur- 


1) surrounds any infected intra-abdominal area, and the small 


‘otestines apply themselves against the omentum, but as soon 
.. food is taken into the stomach, the peristaltic motion of the 
yall intestines, which is always sure to occur at once, disturbs 
‘vis condition and distributes any septic material with which 
parts of these organs may have come in contact. 

Ou this physiologic fact is based the treatment which I now 
omploy in these eases. These patients are given absolutely no 
food by mouth, not even a small amount of milk or gruel, be- 
cause my experience has taught me that it requires but a very 
snall amount of any kind of food to kill these patients. If 
food is given it will simply decompose and increase the amount 
of septic material in the intestines; it will form gas which 
will distend the intestines. and favor the passage of the colon 
bacillus through the intestinal walls. But aside from this, 
the fact that it will give rise to peristalsis is alone enough to 
condemn the giving of food by mouth in these cases. If there 
is stercoraceous vomiting I wash out the stomach, and if no 
further food is given this will usually permanently stop the 
vomiting. The patient receives from three to five ounces of 
preaigested food by enema every three hours. 

Many of the patients come into the hospital with the 
abdomen enormously distended, a pulse ranging from 120 to 
160 per minute, and a temperature ranging fron 101 to 104.5 
’.. presenting precisely the same clinical picture that many 
others had shown who almost invariably died after a laparot- 
omy of last resort, and still a very large proportion of these 
patients recover. I have frequently opened the abdomen in 
these patients later, and found gangrenous or perforated ap- 
pendices, or extensive adhesions following a ruptured pyosal- 
pinx, proving the correctness of the original diagnosis. 

I believe that if this form of treatment were employed sys- 
tematically whenever any form of peritonitis, not due to trau- 
inatie causes, first makes its appearance, general peritonitis 
would almost never oecur, and I am certain that this treatment 
will save many patients, who would almost certainly die were 
they subjected to an operation under the impression that this 
is their only chance. 

Dr. J. B. Murpny, Chicago—To begin with “I do not know 
where I am at” on this subject! I would like to ask Dr. 
Ochsner whether he means by allowing the contents of the 
bowel to escape to allow it to move on? 

Dr. OchsNeR—As long as the patients vomit I wash out 
the stomach. Then they get rectal feeding, three to five ounces 
of the liquid food, of some kind, every three hours, and abso- 
luteiy no nourishment by mouth. 

Dr. MurpHy—That is not the question. But you said it 
prevented the contents of the bowel moving—being disturbed. 
Do you mean passing along in the canal, or what? 

Ds. OcHsNER—If you stop feeding them the small intestines 
will not churn around the septic material with which they 
come in contact, and no more food decomposes in the intes- 
tines because none is placed there. The decomposition prod- 
ucts, and especially the colon bacilli, find a chance to get 
through the intestinal wall if food is given, because of the 
gaseous distension of the intestine, which does not occur if 
food is absolutely prohibited. 

_ Dr. Murpny—The important factors in peritonitis are: 
The diagnosis. When does a patient get a peritonitis? When 
(oes he get a general peritonitis or a local peritonitis that is 
extending along and going to become a general peritonitis? 
What is the significance of the term “collapse” in connection 
with general peritonitis? Should we operate on a patient in 
collapse in general peritonitis? Do I understand Dr. Ochsner 
that he means this class of patients, patients that are col- 
lapsed, having the cold and clammy skin and gulping of that 
biliary material, if I may use the term, every ten or fifteen 
minutes? Is this the class of cases you stop feeding? 

Ds. OcHsSNER—Some patients of that particular class will 
“tit get well if we stop the feeding; formerly they all died. 

Di. MorPity—The important matter in connection with gen- 
eral peritonitis, as T look on it, is the type of infection. What 

is the character of the infection? What is the course of the 
‘ype of that infection after the peritoneal surface has been in- 
oculated —I will use that word. We know from experience 
and opening of the peritoneal cavity, when that contains a 
large quantity of pus, that cases, with a large quantity of pus, 
xet well. We know from experience that cases with a smal? 
\vantity of pus, opened and drained, will die; also that when 
‘ve See a peritoneal cavity where the peritoneum is not blis- 
* ed, where the peritoneum retains its gloss, regardless of 
joe Quanity of pus, patients in a large percentage of 
rH: recover. We again know from experience, when we open 

‘© peritoneal cavity, regardless of the quantity of pus, that 
patients with blistered peritoneums—that is, where the intes- 
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tine has lost its gloss—will die. We must go back to the type 
of infection. I believe from cultures that we have made from 
these cases that the blister cases are of the streptococcus type. 
I believe, again, that a large quantity of pus cases are some 
other kind, but I leave out of consideration what the etiology 
is. I speak of the pathologic condition when you open the peri- 
toneal cavity. If the peritoneum is blistered, I do not recall a 
single case that has not died. Where the peritoneum has not 
been blistered, many, many of them have recovered. Then, 
there is a middle class that you can not save. The infection 
has existed for four or five days. And it seems to me somewhat 
a matter of where the infection comes from. I am much more 
afraid of infection from the lower portion of the bowel than 
the other, and that sustains Dr. Ochsner’s position, with a gas- 
tro-perforating abscess extending down to the peritoneal cav- 
ity, having an accumulation of pus in the pelvis from a per- 
forating ulcer of the stomach, and I report a case where the 
patient had been seen but thirty-six hours and the pelvic cavity 
filled with pus. I washed him out with salt solution and closed 
him up without drainage. I believed he would get well, and he 
did get well. 

In the diagnosis the length of time the pus is retained in 
the peritoneum is a very important thing. A surface covered 
with these endothelial cells—and these have the same functions 
as the epithelial cells—a material that destroys the endothelial 
cells and blisters the bowel, opens the lymphatics for absorp- 
tion. I believe the surface of the peritoneum absorbs little 
more than the surface of the skin. As soon as the endothelial 
cells are disturbed, then absorption commences, and that is 
why I draw the line on appearance of cases. I believe all cases 
of general peritonitis should be treated in the early stage. 
I believe diagnosis should be made on pain, tenderness, nausea, 
vomiting, temperature and distension—and this is not an early 
symptom; it is the last of symptoms; it may not be present. 
You should not wait for collapse or shock. The collapse is 
practically the fatal condition. I do not recall a single case of 
collapse, of cold perspiration, that has recovered from an 
operation or recovered without—they have all died. I have a 
number of times recently refused to operate. If I would oper- 
ate I would make a large opening and clean out the peritoneal] 
cavity thoroughly with gauze or fluid. 

Dr. Thos. H. MANLEY, New YorK—What does he mean by 
blistering of the abdomen? He says every patient with a 
blister dies—those with the severe form of peritonitis with 
blisters die. What does he mean by that? 

Dr. Murpuy—I thought I made myself plain. Where the 
peritoneum is blistered, the endothelial cells remove from the 
infection of the peritoneum. 

Dk. OcusNer—If this treatment is followed in the early 
cases there are no late cases, and, on the other hand, the con- 
ditions in which formerly I have found the blistered periton- 
eum and in which the patients died—the same clinical condi- 
tions—the patients get well now. 

Dx. Jos. H. BRANHAM, Baltimore—This discussion has 
brought out a most remarkable condition of things. The idea 
of general peritonitis is one of infection, generally one after 
injury of some kind, either perforation or gunshot injury, or 
something of that nature, and I can hardly understand— 
although we know washing out the stomach and lower in- 
testine can do something—how we can listen to teaching that 
keeping the patient quiet, and without food, will cure a case of 
peritonitis with a half dozen gunshot wounds, through the intes- 
tine. Maybe Dr. Ochsner means some other kind of peritonitis. 
If it is perforation of intestine and you have infection from 
colon or other bacilli, we are going backward. I should say 
that this teaching is a long step backward, because I believe 
with the writer of the paper, that the best treatment of gen- 
eral peritonitis is operative treatment with thorough cleans- 
ing of the bowels and peritoneal cavity, added to the method 
recommended of thoroughly cleansing the alimentary canal 
above and below. A certain number of cases, especially those 
in which there is a good deal of fluid in the peritoneal cavity, 
will get well after this treatment; but in a general infectious 
peritonitis with a lot of pus in the peritoneal cavity, if it has 
made any progress, or unless the infection is caused by a mild 
germ-—such as the pneumecoccus—the patient will surely die if 
left without some surgical interference. On the other hand. 
if the alimentary canal is thoroughly cleaned from above and 
below—the bowels cleaned off after operation—a small per- 
centage will be saved, and I think that small percentage with. 
improvement in the method of cleansing will gradually be in- 
creased. I think it would be just as reasonable to leave a pa- 
tient—after washing out his stomach and alimentary canal— 
quiet if he had a perforating appendicitis, as it would be jf he 
had a general infectious or suppurative peritonitis, and I 
think that because a few have died after operation we should 
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not go backward to some old method—the only improvement 
over which is the keeping of the alimentary canal as empty and 
clean as possible. 

Dr. Froyp W. McRar, Atlanta, Ga.—It seems to me that, 
if my ideas of pathology are correct, Dr. Ochsner is wrong. 
The condition he deseribed is secondary to the primary infee- 
tion. This new infection that is added to the original infec- 
tion. due to paresis of the bowel, is the result of fermentation 
and putrefaction in the alimentary canal. The general peri- 
toneum is in danger here from two sources: the primary dis- 
ease, and the infectious material within the thin-walled intes- 
tines of lowered vitality. The diagnosis in these cases is of 
the utmost importance, because it frequently enables the sur- 
geon to remove the primary cause of the peritonitis. By early 
operation, the infection can be removed before the condition 
dseribed by Dr. Ochsner obtains. That is the way it impresses 
me. I have recently collected statistics of 601 cases of septic 
peritonitis, subjected to surgical intervention, with a mortality 
of 52.41 per cent. I believe these results are better than can 
be ovtained by medical treatment. Dr. Van Arsdale recently 
reported ten cases of general septic peritonitis with six recov- 
eries and four deaths. Surgeons operating early in this con- 
dition are the ones getting good results. In the late cases, 
where there is enormous distension, surgery does little good; 
but in these extreme conditions, I think the treatment which 
Dr. Ochsner recommends is the proper treatment. I have seen 
three cases of beginning general peritonitis get well under 
operative interference. By general peritonitis, we now under- 
stand that condition where the infection is not limited by ad- 
hesions, where there is nothing to prevent an extension—we 
rarely see a case where the entire peritoneum is inflamed. I 
have seen three cases get well where there was that dirty-dish- 
water fluid loose in the peritoneal cavity, and the whole mem- 
braie seemingly involved, due to gangrenous appendices. 
I do not believe they would have gotten well under Dr. 
Ochsner’s plan of treatment. 

Dr. M. F. Porter, Fort Wayne, Ind.—I wish first to em- 
phasize what Dr. Murphy says regarding the importance of 
realizing the nature of the infection that is at the bottom of 
peritonivis. I believe that if you have a streptococcus invasion 
of the peritoneum, you do not have to have infection extending 
over a great surface of the peritoneum in order for that patient 
to Gie, no matter what you do. On the other hand. I wish to 
say that I have looked over as much of the peritoneal sur- 
face as it is possible to look over from opening six inches in the 
middle line afd have seen a perfect, if you please, complete 
bath of all the surface in pus, and I have seen these persons 
get well. I do not know of any means of telling whether you 
have to deal with streptococcus or infection of some other sort 
prior to the operation. When the opening is made I believe 
you can. IT have seen the intestines look as if they had been 
dipped in boiling water; I believe these patients will die. Dr. 
McRae has just spoken of a condition in which he says all 
patients die—a great distension of the bowel—and this seems 
to me an important point. I believe in these cases of great 
distension of the bowel, that the opening of the gut is of almost 
as much importance as is the opening of the peritoneal cavity, 
itself for the purpose of drainage. It is true that most of these 
people die, but IT have seen them so far distended that they 
could scarcely breathe—cyanotic—and yet I have seen such 
patients get well with opening the gut, doing just as little as 
you can do to get rid of your septic material for the time 
being and finishing the operation by and by. It is good theory 
and good practice; it is a nice idea to get rid of the cause of the 
trouble, but you can not always do this at the first operation ; 
some of these patients are dying, not from appendicitis or peri- 
tonitis, but from the resvlts—tympany has a great deal to do 
with it. Patients will be relieved if you open the gut. So I 
beiieve that the first thing to do is to stop the absorption, re- 
lieve the tympany, etc., by a quickly performed operation, sim- 
ply a laparotomy, cutting a hole in the intestines, leaving it 
lie on the outside, letting the gas escape, and finishing the 
operation when the patient is stronger. Most of them will 
die, but you will not kill any one of them. I admire Dr. 
Ochsner’s bravery in saying: “I have killed them.” He did not 
save them. That is so, and most @@ us are in the same boat; 
but now and then you have one that does get well and then 
you know that you have saved a life. 

Dr. Brown, Illinois—As a representative of the country 
doctor who is a listener probably more than anything else, I 
want to say that this discussion puts me in mind, like every 
other surgical treatment in treating a disease, of a story. 
Our magnificent surgical friends, Dr. Ochsner and Dr. Mur- 
phy, are, apparently, geiting on two sides of the question, 
when, in reality, they are not. The story of which T am re- 
minded is of the student who was questioned by the professor 


Jour. A. M. A. 


as to what he would do in the treatment of a certain difliculty 
—he would do this and that, and the other thing. “If you 
didn’t succeed, then, what would you do?” He said to the pro- 
fessor, “I would send for you!” The country doetor can not 
sen:! for Dr. Ochsner and Dr. Murphy. I should be com. 
pelled to send for both of them, because they have two kinds 
of treatment. This treatment of a case of peritonitis is the 
treatment of an individual case. When Dr. Ochsner goes to 
the bedside of a patient, he will treat that individual case as 
he finds it, not as you discuss it here before these gentlemen 
present. Dr. Murphy will do exactly the same thing, and [ 
am very much afraid that if they were both at the bedside. 
they would come pretty near getting the same idea when they 
saw the individual case. I know the treatment of Dr. Ochs- 
ner,—depriving the patient of all nourishment—is a good one, 
but whether it will do all that he says I am willing to wait and 
see, 

Dr. Moore, Indianapolis—I came in late, but I trust the 
autor of the paper laid stress on the fact that peritonitis 
is a secondary affair; it is always secondary. There is no 
one thing more remarkable in the history of medicine ani 
surgery than the fact that for centuries men of high and low 
degree have been making post mortems and finding cases of 
peritonitis without having recognized that fact which we all 
now recognize—that peritonitis is a secondary affair. It is 
always secondary to an appendicitis, to a salpingitis, to a 
cholecystitis, to a perforation, or to some surgical lesion. 
Therefore, if we get our patient early and have the evidence 
of general peritonitis, the mere fact that there is a general 
peritonitis should not direct us away from our surgery. We 
should treat those eases surgically. When a patient comes 
in with a last gasp, our medical friends very kindly turn him 
over to us. Then I am inclined to think that our friend, Dr. 
Ochsner, has a very level head. I think it behooves us to do 
nothing in those extreme circumstances. If may judge 
from my own personal experience we will accomplish nothing 
but to bring surgery into disrepute; I mean in these cases com- 
ing it at the last minute. I have never seen surgery do good 
there, but at an early date why should we treat a patient with 
inflammation of the abdomen differently from a patient with 
inflemmation in any other part of his anatomy? 

Dr. A. F. Housr, Cleveland—I want to say that while, of 
course, T had to cut my paper somewhat short, it is not likely 
that, you would treat peritonitis surgically without some medi- 
cal preparation. In my paper will be found what I believe to 
be proper preparatory treatment, as well as before, during and 
afte: an operation. I believe that the alimentary tract should 
be emptied, if it is possible. If you cannot do so by salines 
by the mouth or by fluids injected, or salines into the rectum, 
then we should empty the alimentary tract, not opening the 
abdominal cavity. I think I»made mention of the fact that 
while no bowel movement had oceurred for some time, I did 
not fool with a patient, and that, while there were evidences 
of paresis, I used a large needle—aspirating needle—for the 
purpose of emptying the bowel of liquid feces and gas and 
then injected from one to two pints of normal saline solution. 
I have done that with the very best results. As to peritonitis 
being a secondary condition to something else, I think I made 
mention of that. Another thing is in what class of cases to 
operate or when to operate, and when not to operate. . 
think I laid as much stress on the different symptoms as it 
was possible. I think, as many others do, that each and every 
individual case must be governed by its condition when seen. 
I simply wanted to lay stress on the fact that I believe that 
all cases of peritonitis beginning with local tenderness be- 
coming general, with rise of temperature and rapidity of pulse, 
should ke operated on at once, and I think I can show that 
by statistics. I know that had I operated early I would have 
saved my patients. It is not four weeks since I showed a case, 
five days after being diagnosed as appendicitis. It was seen 
by 2 prominent surgeon of the city forty-eight hours before [ 
saw it. He said wait for developments and let it localize itse!'. 
He did. The next day I saw the case. He said let it localize 
itself and develop. He did. I saw the case within twelve or 
twenty-four hours afterward. I then believed that the belly 
was filled with pus. It was a retrocecal abscess. I recol!««' 
another case of six weeks ago, where the gentleman was tsk: 
sick on Tuesday morning going to his place of business. ‘1! 
immediately returned home, and called in his family ph)~' 
cian, who diagnosed appendicitis. A surgeon was called i! 
shortly afterward and he rather dilly-dallied and said, “Wa'' 
for developments.” I saw the case on the same evening, or the 
evening of the same day. The tenderness was local in tlhe 
morning; when I saw the case, tenderness was beginning ,t° 
be general, pulse 120, temperature 103, tympanitis beginning 
to be marked and there was rigidity of the entire abdominal! 
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muscles. My advice was immediate operation, not to wait 
vntil morning. My advice was not taken, because I cowd not 
promise to eure the patient. The patient was not operated 
upon. At the post-mortem what did we find? A belly full 
of pus. The man had a postcecal abscess ruptured. And what 
was the consequence? Death. 


EPITHELIAL STRUCTURES IN THE PERIDEN- 
TAL MEMBRANE.* 
BY FREDERICK B. NOYES, D.D.S. 
CHICAGO. 

For four or five years I have been interested in the 
histologic study of the peridental membrane, and dur- 
ing that time have devoted what time I could to the spe- 
cial study of certain structures found in that membrane, 
and ealled by Dr. Black, who first described them, the 
glands of the peridental membrane. 

The work which I have tried to do on this subject is 
really not in shape to report, as it has not been worked 
out to the point where positive statements can be made 


Longitudinal section of the tooth, and alveolar process showing 
m 


epithelium of the gum. D, dentine. P, Cm, cemen- 
ss. mem 
perlosteum covering the outside of the alveolar process. 


in regard to the nature of these structures. But I have 
reached a point where to carry through the work would 
require from three to six months of time, without inter- 
ruption. This it has been impossible for me to do, and 
I see no probability that I will be able to do it in the 
near future. I have, therefore, decided to make this 
~tnply a report of my work, and a statement of the prob- 
‘em as it stands. The histologic study of this tissue is 
beset with the greatest technical difficulties. Situated 
between calcified tissues, all specimens must go through 
the calcifying methods, and, moreover, the character of 
ihe Ussue 1s such that it is difficult to avoid overharden- 
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ing. I need not dwell on these technical difficulties. All 
who are familiar with such work will understand them. 
I mention them only as an apology for defects which 
may be noticed in the illustrations. 

One man has said to me that he had never seen a speci- 
men of tooth that would be considered technically accept- 
able in the study of the liver, for instance. 

It is true that the technic of this study must be im- 
proved. It is almost impossible to get sections of the 
peridental membrane as thin as would be desirable for 
high power work; but, though they are harder to study, 
many things can be learned from thick sections; some 
things better than from thin ones, especially by com- 
parison with low powers, and the use of the binocular. 
The difficulty of showing in photographic illustrations 
the things that are learned in this way is very great, how- 
ever. 

The diseases of the peridental membrane have at- 
tracted marked attention, and provoked an immense 


Transverse section of the tooth, peridental membrane and alveolar 

 cmmgewel Magnified about 40 diameters—35 mm. Zeiss ohj. M, muscle, 

er, periosteum on the labial side of the process. Al, bone of the alveolar 
Pp 


rocess. Pd,peridental membrane. P. pulp. D, dentine. Cm, cementum, 


amount of writing and discussion. It has been a con- 
tinual surprise to me to find so many of those who write 
most freely on this subject show so little interest in the 
histologic character of the tissue with which they have 
to deal. They usually dismiss it with a word. Last win- 
ter one man who has written much on this subject. told 
ine that he had never had time to take up the study, and 
showed absolutely no interest in it; still, in a paper which 
I heard him read a few days before, he had indulged in 
arguments based on his ideas of histology of the tissue. 

I am unable to understand how men can hope to ar- 
rive at a knowledge of the diseased conditions of a tissue, 
the normal conditions of which they do not know, and 
which contains structures which they do not recognize, 
and concerning the origin, function, or destiny of which 
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they have no idea. It is impossible that anything satis- 

factory can be worked out in regard to these conditions, 

which are of so great interest to the dentist, until the 

problems are attacked in a more scientific and rational 

eager Until then we are fighting we know not what, 
not how. 


Transverse section throvgh two teeth and the peridental membrane 

inthe gingival portion. myeruned about 40 diameters—35 mm. Zeiss eg 
‘p, epithelium covering the gu D, dentine. Cm, cementum. 

cementum filling an absorption cavity = the dentine. Ee, epithelial 
structures. Ec. 2, portion shown in Fig. 1 

The peridental membrane® (Figs 1 and 3) may be de- 
fined as the tissue which fills the space between the root 
of the tooth and the bony wall of the alveolus, being at- 
tached to the cementum on the one side and the bone on 
the other; it surrounds and is attached to the root from 
the border of the alveolus, to the gingival line, and sup- 
ports the epithelium of the gingivus. It has been called 
by a number of names, of which I prefer pericementum, 
or peridental membrane, the two being used synony- 
mously. This membrane belongs to the class of fibrous 
membranes, being composed chiefly of white, fibrous con- 


Cross section of a root of an incisor showing the epithelial struc- 
tures. Ma about 75 diameters, A. A. Zeiss obj. Cm, cementum. 


gni 
D, dentine. P, pulp. F, fibers of the membrane. Ec, epithelial enorenee. 


nective tissue. It is not in any sense a double membrane, 
and, while it has qualities in common with the perios- 
teum with which it blends at the rim of the alveolus, it 
differs markedly from the periosteum in any position. 

For convenience of description I have followed Dr. 
Black’s division of the membrane into three portions. 
The gingival portion surrounds the neck of the tooth 
from the border of the alveolar process to the gingival 
line, and supports the gingivus. The alveolar portion 
surrounds the root from the border of the process to the 
apex. The apical portions surround the apex of the root 
and fill the apical space. 
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In transverse sections of the membrane, which have 
been well stained with hematoxylin, and eosin, even with 
as low a power as a thirty-five (Figure 4) m.m. lens, 


ntial section of the peridental membrane. x75 A. A. Zeiss obj 
a ees Cm, cementum ibrous tissue of the peridental mem 
brane. Ec, epithelial structures, showing the net work. 


Diagram showing the arrangement of me A structures around the roc! 
of a superior central incisor V. Black.) 


small deeply-stained bodies can be seen lying close to the 
eementum, and winding between the fibers as they spring 
from it. With a one-half or three-fourths inch (Fig. 5) 
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oiiective and a binocular instrument, the winding of 
rh. e cords of deeply-stained cells among the fibers is 
hantifully shown. In such observations these bodies 
vor strongly suggest such structures as thesweat-glands. 
\~ anv as 200 bits of these cords have been counted in 
» transverse section of the gingival portion of the mem- 
\yane around an incisor of a young lamb. 


Epithelial structures magnified about 550 diameters: 1 12 oil Zeiss 
obj. Ec, epithelial cords showing the cell forms and nuclei. Cb, cement- 
oblasts. Cm, cementum. D, dentine. 


In studying the arrangement of these cords they are 
found to form a network about the root of the tooth, ex- 
tending from near the attachment of the epithelium at 


_Epithelial structures magnified about 550 diameters; 1/12 oil Zeiss 
obj. Fb. fibroblast. Ec, epithelial cords cut through, showing the 
arrangement of the cells. Cb, cementoblasts. Cm, cementum. D, dentine. 


the gingival line almost to the apex. In the’ gingival 
portion they form a close-mesh net, which grows more 
open as they pass apically. In sections cut tangentially 


i . i i 
Ss. Cm,cementum. D. dentine. 

‘o the root (Fig. 6), this branching and net formation 
's shown, but the entire arrangement cannot be shown in 
photograph. 'This diagram (Fig. 7), made by Dr. Black 
~one time ago, shows the plan as it is made out from the 
study of many sections. 
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teum and Peridental Membrane,” he considered them to 


When Dr. Black first described these structures, thir- 
teen or fourteen years ago. in his “Studies of the Perios- 


be of lymphatic character, and there are things about 
them that support this idea, but from a study of the char- 
acter of the cells they seem to be of epithelial order show- 
ing various forms, sometimes appearing ovoid, but usual- 


Epithelial structures magnified about 500 diameters; 1/12 oil Zeiss 
obj. Ec, epithelial structure appearing to show a lumen and showing 
fie atrequemant of the e cells. Cb, Cementoblasts. Cm, cementum. 

, dentine. 


ly polyhedral, or cuboidal. The nucleus is always large 
polyhedral, or cuboidal. The nucleus is always large 
and conspicuous, and often shows nucleoli. (Figs. 
8 and 9.) : | 


The cells are not arranged into true tubules in all 
places (Fig. 15), though what appears to be a lumen, 
with a circle of cells about it, may be found in a good 
many positions. The structures are better described as 
cords of cells than as true, distinct tubules. In some 
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, No. 2 projection ocular Zeiss. Fb, fibroblasts. Ec, epithelial structures. 7 
( Cb. cementoblasts. Cm, cementum showing the penetration of the fibers ae 
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places there is a circle of cells, with one in the center. 
Sometimes there seems to be a central cluster and a circle 
around it. These appearances may be caused by a cut, 
which does not strike the center of the cord, or tubule, 
but this could hardly be the case in transverse sections. 
This arrangement of the cells suggests lymphatics. rather 
than true glands, though some of the ductless glands, as 
the thyroid, show alveoli solidly filled with cells. 

The cords of cells lie very close to the cementum be- 


Epithelial structures showing club-shaped ends, Magnified about 200 
diameters; 410 in, Bausch & Lomb obj., No. 2 occ. Ec, epithelial cords. 
Cb, cementoblasts. Cm,cementum,. D, dentine. 


tween the fibers as they spring from it (Fig. 16), swing- 
ing out from the root and back again in hoops. In many 
places the end next to the cementum is club-shaped 
(Figs. 17, 18 and 19), and comes very close to the root 
between the cementoblasts. A delicate basement mem- 


Epithelial structure with club-shaped end close to the cementum, 
Magnified about 200 diameters; 4/10 obj., Bausch & Lomb, No. 2 oce. Ee. 
epithelial structure with aaktlianad end. Cb, cementoblasts. Cm 
cementum showing the penetration of fibers of the membrane. D, dentine 


brane surrounds these cords (Figs. 9 and 17), and in a 
few places a circular arrangement of fiber may be seen 
about the large ones. (Fig. 20.) 

I have searched for something in the form of a duct 
for these structures, or some connection between the epi- 
thelium lining the gingival space, and the cords. Some 
appearances which suggest ducts are uniformly found, 
but it has been impossible to follow them because of the 
failure to obtain complete series of sections. 
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In the gingival portion of the membrane in trans- 
verse sections 1 have found a number of very perfec 
tubules in section, of which Fig. 20 is the best illustra- 
tion I have been able to get, but that is not as good a 
representation of the object as I could wish. With the 
microscope it shows a very perfect circle of cuboidal ce||- 
with large nuclei. In the lumen are several loose cells. 
There is a distinct basement membrane, and a few cir- 
cular fibers. Just on one side of this is a small duct 
made up of four cells. When these tubules have been 
observed, they show a tendency to swing out from thie 
surface of the root. Figure 21 shows these duct-like 
structures in longitudinal section. As they pass away 
from the cords of cells, they swing away from the ceimen- 
tum, and, passing gingivally, curve farther away from 
the root as the gingivus is approached. The epithelium 
of the gingivus presents long slender projections, often 
of complicated form. The connective tissue between 
these contains small round cells. This collection of 
round cells is especially conspicuous on the proximal 
sides, and constitutes what has been called the gingival 
gland. 

The ducts have been followed up into these epithelial 
legs, where they have been lost. But even in this position 


Transverse section of a duct-like structure. Magnified about 1X? 
diameters; 1 12 oil Zeiss obj., No. 2 ace. Du, duct showing ring of, cells 
and loose cells in the lumen and circular arrangement of fibers around 


it. Du 2, small duct with but four cells showing arrangement of fibers 
around it, Cm, cementum. 


their cell structure is very different from that of the epi- 
thelial legs, so that | would say that they do not connect 
with them. As far as I have been able to follow them 
they maintain their characteristics. 

The structure referred to by Dr. Black? as the gingival 
gland (Fig. 23), and which as he states is not a gland 
at all, is very characteristic of the gingivus, at least in 
the sheep, in which I have chiefly seen it. At first I 
was inclined to regard it as pathologic, but it is so nearly 
universal in large or small form on the proximal portion 
of the gingivus, and has been so universally observed \y 
Dr. Black. that it seems to be the normal condition. 

The presence of these epithelial structures in the mer 
brane is beyond question. Their nature, origin, and fui- 
tion can not be stated. I have showed photographs an: 
sections of them to very many histologists and patho 
gists, engaged in general morphologic as well as in nwc- 
ical work, and almost without exception, after looki's 
them over, they say: “On casual inspection I shou’ 
say that they are probably tubular glands!” I have o- 
served them in sections of the membrane from man, (o.s, 
cats, sheep, pigs, about the temporary and permancit 
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toi}. in the young and the old membrane. Like all cel- 
lar elements of the membrane, they grow less numerous 
wil age, but they have been seen in the membrane from 
70 years old. 

The size, number, persistence, and conspicuousness of 


Longitudinal section of duct-like structure. mepbotographed from 
two photomicrographs with an A. A. Zeiss obj. Ep, epithelium covering 
the gum. Ep 2, epithelium lining the gingivus in the region of the gingi- 
val gland. Cm, cementum which has separa from the dentine in 
decalcification. Du, duct, Ec, epithelial cords} B, blood-vessels. F, 


fibrous tissue of the membrane. 


onxitudinal section showing the gingival gland. Repl hed 

photographe 

om two photomicrographs made with an A. A. Zeiss obj. 
: "aa ing thegum. Ep 2, epithelium lining the gingivus. Gg, gin i- 

\ oe showing the round cells between the epithelial legs. N, 

Ea leifie, membrane, Cm, cementum separated from the dentine by 
“Ateiication, Du, bit of a duct. Ee, epithelial cords. 


‘ose structures make it seem extremely improbable that 
/“y are simply embryonal remains from the epithe- 


“.. cord, or external or internal tunics of the enamel 
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Huber of Ann Arbor. I have not attempted to trace the 
origin of them, but in the last few weeks, by the kindness 
of Dr. John Palmer of Chicago, I obtained some rabbits’ 
jaws, soon after birth. I have studied them over, and have 
heen unable to find any trace of such structure in mem- 
branes of unerupted teeth. It seems to me that these 
structures must be present for a purpose. What that 
may be I cannot suggest, and I know nothing that 
throws any light on the question. : 

In order to work out the problem to meet the require- 
ments of the histologist, four things must be done, 

1. The origin of the structures must be traced, so as 
to determine from what tissue they are derived. 

%. Their relation to the blood-supply must be deter- 
mined. 

3. Their morphology must be determined, by making 
a complete series of sections, both longitudinal and trans- 
verse, to determine whether they have ducts or not, or 
other connection with the gingival epithelium; and the 
complete reconstruction of them from serial section. The 
last task is perhaps impossible, but it could be done for 
small areas so as to satisfy the demand. 

4. Their condition in diseased conditions of the mem- 
brane must be carefully studied. 

Until such a program is followed out we can but spec- 
ulate as to what the origin and function may be, and 
speculation of this kind does not often aid in the ad- 
vancement of scientific knowledge. 


SYPHILIS IN SURGICAL PRACTICE. 
BY ARTHUR DEAN BEVAN, M.D. 


Surgeon to Presbyterian Hospital; Associate Professor of Surgery, 
Rush Medical College. 
CHICAGO, 

My father was a physician. One day, when a boy of 
16, | was in my father’s office when a tall, fine-looking 
man of 35 or 40 came in to consult him. This man was 
a German-American of considerable prominence. I 
had often met him before, and had always admired him. 
He was a great thick fellow, more than six feet tall, 
with large brown shaggy head and beard, deep-voiced, 
bright-eyed, the picture of physical and mental health ; 
a fine type of the Teutonic massiveness and vitality that 
has relegated the Latin races to the dying nations of 
the world. I remember that when I read “Cesar’s Com- 
mentaries,” with the description of the giant Germans, 
who disputed Cwsar’s advance across the Rhine, and 
who died so bravely, crushed by the better arms and 
better discipline of the Roman legions, 1 thought of 
this man; they were his ancestors. He was a picture of 
what they had been. After he had left the office I drove 
with my father on his afternoon round of visits. We 
had been in the buggy, driving possibly ten minutes, 
when my father suddenly turned around to me and, for 
the first time in my life, gave me some advice on the 
subject of sexual intercourse. He told me of the pen- 
alties of promiscuous intercourse, the virulence of gon- 
orrhea, the ravages of syphilis. He drew a picture of 
an invalid wife, a blind child, the man with the blurred 
brain and the incoherent speech of syphilitic aphasia, 
and the staggering gait of ataxia. He was a graphic 
word-painter, and I remember as a boy it made a pro- 
found impression on me. And in some way I always 
associated this, my first knowledge of venereal disease, 
with the German who had left the office but a short time 
before. That was twenty-two years ago. Two weeks 
ago an old man, of great massive frame, dragging his 


*Read before the Alumni Association of Rush Medical College. May 
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right leg, shuffled unsteadily into my office; his pocket 
handkerchief and gloves were almost falling out of his 
right overcoat pocket; he could not articulate above a 
whisper, and even then could command but a few words. 
The left eye was dulled with an old iritis; the right eye 
was reddened by an acute attack; the pupil dilated un- 
evenly with atropin; the hands presented syphilitic 
skin and nail lesions; and this wreck was my German, 
the German whom I had idealized; plus syphilis. With 
some difficulty I obtained his history, and, most inter- 
esting of all, the fact that he had always denied to the 
many physicians who had treated him for twenty years 
for various lesions, principally if not entirely syph- 
ilitie, syphilis. My father and myself, he said, were 
the only ones who knew that he had syphilis, because, 
as he stated, my father had told him at the end of two 
years’ treatment that he regarded him as cured. My 
father died about that time, and he said no one then 
living knew that he had had syphilis, and he had a 
family and he could not have anyone know, and would I 
swear to him that I would, not tell any one? You are 
all familiar with the picture I have so crudely drawn, 
the common picture of syphilis and its concealment, 
interesting only because of the frame of circumstances 
which surrounds it. 

When I received my degree in medicine I ac- 
cepted a contract position as acting assistant-surgeon 
in the U. 8S. Marine-Hospital service. I was stationed 
at the marine hospital in Chicago. My duties were to 
look after the out-patient department of the work. In 
this department we treated nearly 3000 patients an- 
nually, about one-third of these being venereal dis- 
eases, and of these 1000 venereal cases, many were cases 
of syphilis; representing all stages of the disease. Syph- 
ilis became the first great problem in disease with which 
I wrestled, and the diagnosis, the vagaries, the treatment, 
and the tenacity of the lesion became an interesting 
study, for which later five years of regular service in 
marine hospitals afforded an abundance of material. 
The sailor man is as a class easily the point of least 
resistance in the community to syphilis. His long 
voyages and enforced continence, and his drunken em- 
brace of blear-eyed Venus during his short spree in port, 
make him an almost certain victim of infection, and the 
fact that he seldom early receives the benefit of proper 
and continued medication enables the marine surgeon, 
into whose hands the derelict finally drifts, to study 
often the natural history of syphilis unmodified by treat- 
ment. Many of our cases are honestly ignorant of hav- 
ing syphilis; some would deny and later confess to a 
syphilitic history, when confronted with positive evi- 
dence. I early learned to place little or no reliance on 
the previous history in’ making a diagnosis. 

Since leaving the marine-hospital service, ten years 
ago, I have devoted my time exclusively to general sur- 
gery, and in this work I have found that my early 
syphilitic training has been of great service. I do not 
mean to pose as a syphilographer, but I am sure that I 
have been saved many mistakes by this training. I am 
sure that I have seen many cases which this training 
clearly branded syphilis to me, overlooked by the 
specialist, the surgeon and the general practitioner. On 
the other hand, I must confess that in a number of cases 
I have belteved lesions syphilitic which were later proved 
to be of other origin. I have learned to know that 
syphilis is not a respecter of class or person—rich and 
poor, youth and age, priest and libertine, prostitute 
and virgin, guilty and innocent, all can and do acquire 
this disease. We must not be astonished in finding it 
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anywhere. We must never accept a negative history as 
definite evidence of its absence. Syphilis is more wide- 
spread than is generally supposed. It causes many an 
illness when it is not recognized or even suspected. 
Without carrying our suspicion to extreme, we should 
constantly be on the watch for syphilis in our every- 
day work. 

It is not my intention to present a discussion of typical 
syphilis, as is done by the syphilographers, in text- 
books, but believing that a broad discussion of the un- 
usual and often unrecognized lesions of syphilis as they 
present themselves to the general practitioner and 
specialist might interest all, 1 will open the discussion 
by reviewing some of my experiences with syphilis in 
surgical work. I might entitle this brief paper, then, 
“Unusual Syphilis in Surgical Practice.” 

The subject of extragenital chancre will furnish the 
unusual form in the primary stage. I have handled 
about fifteen of these lesons which I can now eall to 
mind; most interesting to us possibly are the extra- 
genital chancres which physicians acquire in their pro- 
fessional work. 1 have seen a number of these cases ; 
the majority of them presented none of the character- 
istics of chancre and were mistaken for pus infections, 
or tuberculous infections, and later, when the axillary 
lymphatics were involved and a low form of syphilitic 
fever was present, the axillary lymphatics were removed ; 
the subsequent development of the secondary symptoms 
cleared up the diagnosis. Several of my cases have 
been seen by expert syphilographers, and the primary 
lesion positively pronounced not the initial lesion of 
syphilis. In one ease an expert said that if it was a 
chancre it certainly had none of the characteristic signs, 
and that he had never seen one like it. In another case, 
seen by me with a colleague, the syphilographer staked 
his professional reputation that the lesion was not spe- 
cific, and yet in both, the later secondary symptoms 
disproved their statements. In both these cases the 
axillary lymphatics were removed with the idea that we 
had a low form of pus infection or mixed infection to 
deal with. The lesson to be learned from such cases is 
that extragenital chancres of the fingers are seldom 
typical. An infection on a physician’s hand, which is 
not acute, which produces enlargement of the axillary 
lymphatics, which persists for more than ten days, which 
is locally limited, which is accompanied by a slight 
continued elevation of temperature, is suspicious of 
syphilis, no matter what the size, shape, or consistency 
of the sore may be. 

In looking into this question I find that trained nurses 
very rarely acquire syphilis of the fingers. Among 50!) 
nurses observed from 1883-1898, no cases; among phy- 
sicians it is much more common than is generally be- 
lieved. Among the several hundred physicians, certainly 
less than five hundred of my acquaintance, I know of 
six cases of extragenital chancre. This is almost entire! y 
preventable and shows the necessity of the observan 
of the simple prophylactic rules required, and evident'\ 
followed out more carefully by nurses than physician-. 
The primary sore of the finger may be so small and -° 
transient that it is not recognized; the seconds’ 
symptoms following may be slight and not interpret! 
and the case goes on to tertiary syphilis untreated. [ have 
seen this in the case of a physician of unusual inte!’ - 
gence, who, in the light of tertiary symptoms, was a!) 
to review in this new light his previous four years 21 
could plainly recall the primary sore and the mild secon- 
dary symptoms. In the light of this case, I have nv 
doubt that many cases of syphilis exist in the com- 
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, sanity unrecognized by the physician and unknown 
the patient. Extragenital chancres of the lips are 

iy common; usually the infection is carried from a 
. scous patch on the lip of the infector; sometimes, of 
-oupse, due to sexual perversion, and sometimes due to 
.)) indirect infection from instruments in the hands of 
dentists or physicians. 

i have had one chanere of the tonsil oceurring in the 
case of a physician who had his throat treated by a 
ihroat specialist, the infection being carried by the in- 
<truments used. A great mass of glands on the side of 
the neck followed the small unrecognized chancre. ‘Two 


prominent surgeons diagnosed tuberculosis of the cervi- 


cal glands and advised removal. Prof. James Nevins 
Hyde and myself suggested the possibility of syphilis. 
The doctor patient ridiculed the idea, but decided to 
await developments. Within a few weeks secondary 
symptoms occurred; treatment, rapid disappearance of 
clands, but later, unfortunately, brain syphilis. 

An unusual type of extragenital syphilis occurred in 
a doctor who presented himself with the history: He 
tripped and fell on an iron rail, cut the skin over the 
patella; wound slow in healing ; examined and probed 
by a number of doctors; wound almost healed, and then 
after twenty days a circular hard ulcer developed at the 
site of traumatism; hard chancre from infected instru- 
ments or fingers. 

A physician brought me to see his son-in-law, his 
grandchild and his wife, who he said had been poisoned 
by poison ivy. The man had a pustular syphilide, the 
child inherited syphilis of the skin and skeleton, the 
grandmother a history of having had a sore on the 
arm on which she usually carried the child. This healed 
slowly, was accompanied by weakness and deterioration 
of general health, and she was, when I saw her, suffering 
from a macular syphilide. The mother of the child 
had no symptoms and my doctor friend, the grand- 
father, has escaped. 

When stationed in Portland, Ore., my position as 
marine surgeon brought me many patients from the 
salmon fishermen; some seven thousand were at the 
mouth of the Columbia River. These men, like sailors, 
frequently acquire syphilis. Two of them go in a boat 
to tend their nets and live together for many weeks and 
months. Sodomy is Common, and as a result chancre, 
chancroid and gonorrhea of the rectum occur. I have 
seen several cases of chancre of the rectum among these 
men, but have never been able to follow out the later 
history of these cases to determine whether the lesion 
was the initial lesion of syphilis or chancroid. 

The facts to be kept in mind in extragenital chancre 
are: 1, its atypical character; 2, that it is common, at 
least that it is not a rare lesion; 3, that it is possible 
in any individual; 4, that we should wait for secondary 
-ymptoms before placing the patient on constitutional 
treatment. 

The second unusual form of syphilis I desire to men- 
‘ion is the unusually severe constitutional symptoms 
called syphilitie fever. I have seen one case in which I 
vclieve that it is possible that death resulted from the 
»rofound primary syphilitic intoxication before secon- 
‘ary symptoms developed; history of healing, hard 
“hanere, bubo, severe pains in limbs, high continued 
ver, and death at the end of ten days; no post-mortem 
sade. T have diagnosed typhoid several times and later 
ind that T had syphilitic fever to deal with. 

| shall pass over the unusual skin lesions of secondary 
~»hilis because I am not qualified to discuss them. I 
vill simply remark, in passing, that I am impressed 
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with the fact that they may simulate almost any skin 
lesion, and that I lose confidence in the dermatologist 
who with great emphasis aflirms positively that a cer- 
tain lesion cannot be syphilis because it lacks this or 
that characteristic of form, color, consistence, symmetry, 
ete., because I have seen a number of cases in which 
these positive statements were made turn out to be 
syphilis after all. 

Syphiliti¢ ulcerations of the skin and mucous mem- 
brane are common. As a rule, in the light of the previous 
history they are readily recognized. There is a large 
number of cases, however, in which the patient con- 
ceals the history, or is ignorant of the history, and in 
which there is no other sign to guide the physician. 
These cases form a large group, and they are frequently 
mistaken for other lesions. As types, I will cite the 
following cases : 

Mrs. P. was sent to me by a dermatologist, to remove 
a small epithelioma from the nose. I found a small 
ulcer with hard base, about the size of a bean, which had 
existed for several years; it would sometimes scab over, 
but never heal. She was a woman of refinement, fine 
social position, and with no specific history. I put her 
on iodid in large doses, and in two weeks the ulcer 
healed. I have had two other cases on the nose with 
the same history and result. 

Mrs. R., was sent with diagnosis of epithelioma of 
scalp or possibly lupus; mother of eight children, young- 
est 12 years; good social position; no specific history. 
The lesion was of that character in which it was im- 
possible to state the pathology positively. Under iodid 
of potash the lesion healed in three weeks. 

I have seen several cases diagnosed as carcinoma of 
the tongue heal under iodid. In _ fact, I be- 
lieve we should make it a rule, before operating on 
these small ulcerations of skin and mucous membrane, 
to give the patient the benefit of the doubt and put him 
or her on a thorough course of iodids. 

We will sometimes make the mistake of confounding 
some other lesion with syphilis. As an example, I re- 
call a case of a man of 50, with palmar syphilide, history 
of syphilis, and an ulceration of the finger, the size of 
a copper cent, of one year’s standing. The diagnosis was 
positively syphilis. A long course of iodids gave no 
benefit. I removed a section and Prof. L. Hektoen 
found carcinoma, which we believed began on a syphilitic 
base. 

Syphilitic lesions of the nose and palate are common. 
I refer to them here because I have met with several 
unusual cases. One was sent by a rhinologist, 
with destruction of cartilage and bone; no syphilitic 
history, course of iodids 8-grain doses producing 
no benefit. On increasing to 70-grain doses, the lesion 
healed. A second case, positively pronounced by rhin- 
ologists as non-specific; no specific history; mercury 
produced no effect ; lesion healed under 300 grains a day. 
A third case: I removed the greater part of the 
superior maxilla for a dentist ; no specific history ; wound 
became indurated and disease began to invade other 
jaw. Iodid in 40-grain doses produced a cure. 

Cases of suppuration of lymphatic glands, where a 
specific history is denied, are often due to syphilis. As 
an example, a business man of 40, with bubo in groin, 
positively denied venereal disease. The pus was evacu- 
ated; sterile; wound healed slowly. I discovered a 


small ulceration on the nasal septum; put him on iodid ; 

bubo and ulceration of nose healed rapidly. He then 

confessed to having had syphilis twelve years before. 
The subject of large gummata which are mistaken 
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for malignant tumors forms a most interesting chapter 
of unusual syphilis. Esmarch has written extensively 
on this point, but the value of his work is not widely 
known. As types: 

CaseE 1—A tumor of the breast was diagnosed car- 
cinoma. Amputation of breast was done. <A years 
later a similar tumor appeared on opposite breast ; glands 
in the axilla enlarged; noticed, by accident, a palmar 
syphilide. Under large doses of iodid the tumor in the 
breast disappeared. Evidently the first tumor was also 


specific. 
: Casr 2.—A man of 40 was sent by Dr. Frankenthal 
: with a tumor in the thigh the size of a fist; malhgnant 


in appearance; diagnosis probable sarcoma; no specific 
history ; removed section and found granuloma. Under 
iodid the tumor disappeared. The patient later acknowl- 
edged a specific history. 

! Case 3—A man of 435 presented a tumor in the 
breast; no specific history; diagnosed sarcoma, which 
was removed; wound healed, but became indurated. 
7 Jodid in large doses; induration melted away, and the 
patient then acknowledged a specific history. 

Gummata mistaken for a variety of lesions form a 
mixed class. As examples: 

Case 1.—A patient of 30, male, married three years, 
and two healthy children; no specific history; enlarged 
testicle; suppuration; ulceration of scrotum: removal 
of the testicle and infected skin; diagnosis, tuberculosis. 
The wound healed. Later there were two hard masses 
in the penis the size of walnuts; surgeon desired to 
amputate penis. I removed a section of granulation 
tissue, put the patient on iodid and the lesion melted 
away; patient cured, but still denies syphilis. 

Case 2.—Medicolegal case. A brakeman, in a rail- 
road accident, received an injury to the shoulder; 
paralvsis of sternocleidomastoid and trapezius ; threatens 
to sue company; sent to me for examination and report. 
I found a gumma in the sternocleidomastoid along the 
course of the spinal accessory nerve. The patient at 
first denied syphilis. Under iodid the gumma melted 
away, and with it the lawsuit and paralysis disappeared. 

Case 3.—A man of 50; pain cover gall-bladder; small 


mass palpable; diagnosis, gall-bladder lesion or car- 


cinoma of liver. On making an exploratory laparotomy 
I found what I believed to be a gumma of the liver. 
The patient is still under treatment. 

Case 4.—A patient under mereurial treatment for 
syphilis developed pain over liver; jaundice. The jaun- 
dice disappeared under large doses of iodid: probably 
obstructive jaundice due to gumma. 

I will pass over unusual forms of syphilis of the 
stomach, small intestines, and colon, of which I believe 
I have seen examples, because of lack of positive evidence. 

The so-called syphilitic stricture of the rectum is 
unusual only to the men who are not familiar with its 
frequency. Although these so-cailed syphilitic strictures 
are usually due to gonorrhea, true syphilitic strictures 
occur; | have one case of syphilis of the kidney to 
report: 

A man at St. Elizabeth’s Hospital, seen for Dr. Fut- 
terer, presented a large kidney mass; explored; greatly 
thickened edematous capsule, both fibrous and fatty; 
nothing in the pelvis; two masses in the capsule which 
Dr. Futterer, from gross appearance, regarded as tuber- 
cular. The patient recovered from operation shortly 
after; admitted syphilitic history. He was put on iodid, 
and the kidney mass melted away; patient now well. I 
believe it was a syphilitic lesion of the kidney. 

In order to be brief, I shall omit in my diseussion any 
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cases of unusual syphilis of the heart and blood-vess«|<. 
but shall hope that cases of this class will be presente 
by our internists. 

The last class of cases which I desire to present co)- 
prises cases of unusual syphilis of bone and joints. ‘ly. 
relation of syphilis to fractures can be well shown |v 
three cases. 

Case 1.—A man of 24, under treatment for syphilis, 
has a gumma on the right humerus. On boarding a 
street-car he feels something give way in the arm ani 
the arm falls helpless to his side. Examination re- 
veals no new point of motion; some swelling; no de- 
formity; no crepitus. The X-ray shows complete frac- 
ture of the humerus without displacement. Spontaneous 
fracture or fracture from muscular contraction is one 
of the results of syphilis. 

Case 2.—A man of 25 had fracture of both bones 
of the leg: delayed union; at the end of three months 
he confided to his surgeon that shortly before being in- 
jured he had secondary syphilis. At once placed on 
constitutional mixed treatment, union rapidly followed. 

Case 5.—Inherited syphilis of both bones of leg; bent 
at right angle. I believe the case to be one of late 
rickets; operated; straightened limb; no union. The 
patient returned after several months, I operated again, 
and placed him on iodid and mercury. Rapid bony 
union followed. 

Case 4.—An unusual case of double mastoid disease, 
operated on at interval of six weeks between; was slow 
in healing; patient admitted syphilis; iodids given; 
rapid recovery. 

I have seen cases of joint syphilis mistaken for tuber- 
culosis and gonorrheal rheumatism. I shall cite but.one 
instructive case. 

A man of 23, a large, strong, robust fellow, with 
carious disease of the left wrist-joint was treated by 
iodoform injections and resection; not cured. I be- 
lieved the case to be tubercular and amputated. Later 
a large gumma of the arm on same side, and a deep 
ulceration on the skin of the face appeared. He prev- 


iously denied syphilis, but now admitted it. Under 
iodid treatment the lesions disappeared. I have no 


doubt but that the wrist lesion was syphilitic. 

Before closing this rapid and incomplete sketch, which 
is meant simply as an introduction to a general discus- 
sion by the members of the Association, let me call the 
attention of the Association to the fact which has im- 
pressed me more and more as I accumulate experience 
in the use of iodid of potash in syphilis, and it is this: 
The fact that a granulation melts away under iodid does 
not prove absolutely that it is syphilitic. Why?  Be- 
cause we now know that at least one other form of granu- 
lation tissue is often similarly absorbed—i. e., actino- 
mycosis, and I had a few months ago under observation 
a case of blastomycetic dermatitis which undoubted|y 
disappeared in part under iodid. 


RECENTLY the Duke of Westminster’s horse, Flying 
Fox, won the Eclipse stakes at Sandown Park, Englan\. 
the purse being £10,000—$50,000. Thus far this iter 
is not in the least medical or of interest to our readers. 
but when we state that the Duke turned over the whol 
amount to the Royal Alexandra Hospital, Rhyl, Wales. 
it becomes most interesting from a medical standpoint. 
The Lancet, from which we get our information, com- 
mends this excellent example to other owners of fas! 
horses who race for love of the sport and not for “filth 
luere.”’ 
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Correspondence. 


Muscae Volitantes.. 
LAFAYETTE, Ind., July 24, 1899. 

/ the Editor—I have been very much interested in the 
soot artieles in the JouRNAL on the seeing of the blood-cor- 
puscles in one’s own retina. So far as I am concerned it has 
not only never been a difficult matter for me to see them, but 
has heen a very difficult matter in microscopic work to keep the 
field free from them. To see them best, it is well to prepare a 
slide with blood for comparison. Any good microscope stand 
with “B” eye-piece and 44-inch objective may be used. Focus 
the instrument on the slide, to get the idea of the size and ap- 
pearance of the corpuscles, then draw the tube back by the 
coarse adjustment until the focus is lost, when the blood-cor- 
puscles will be seen traveling across the field exactly like the 
corpuscles in the capillaries of the frog’s foot in that well- 
known experiment. A bright artificial light is best, and a 
blue glass placed over the eye-piece as an advantage, bur by no 
means necessary. If the tube be drawn back till the objective 
js at a distance of one or two inches above the table of the 
instrument, and the eve held very close to the eye-piece, a very 
much enlarged image of a small portion of the retina will be 
seen; the corpuscles can be seen moving, but not so distinctly 
as in the first method. 

Any reader of the JouRNAL who has a microscope can study 
this new field with great profit. The blue glass used, as recom- 
mended by Dr. Norton, is an advantage, but I find no difficulty 
in seeing the corpuscles with the naked eye in looking at a 


clear blue sky. 
W. H. Peters, M.D. 


Plea for Both the Tuberculous and the General Public. 
Fort Huacuwuca, N. M., July 15, 1899. 

To the Editor—At last, after years of neglect, the great 
army of sufferers from the deadly “white plague,” have had 
something in the way of legislation done in their behalf. All 
praise to the New York Legislature for taking the initial step 
in appropriating the money for the erection of a sanatorium in 
the Adirondack Mountains, for the treatment of pulmonary 
tuberculosis. Equally as praiseworthy was the act of the 
Government in turning over to the marine-hospital service, 
Fort Stanton, N. M., for a similar purpose. The work of 
turning it into a modern sanatorium is now being done, and 
when completed it will be used for the treatment of tuber- 
<ulous sailors and marines. And if reports are true, Surgeon- 
General Sternberg has recently selected Fort Bayard, N. M., 
as a site for a similar institution where the tuberculous sol- 
diers will be treated. 

Why the tuberculous have been so long neglected and left 
not only to face certain death, but also to menace the health 
of all those around them, when a large percentage can be cured 
by the sanatoria method of treatment, which at the same time 
removes all danger to the public, is beyond all comprehension. 
(lat the example set by the New York Legislature should be 
iollowed by every state in the Union there can be no doubt. 

The blind, the feeble-minded, the epileptic and the insane 
‘ve being cared for by the states, and why not the tuberculous, 
‘when a large percentage, who otherwise must die, can be saved, 
‘ul at the same time the general publie protected from its 
tnost dangerous foe? 

Tuberculosis can be cured in any climate by the sanatoria 
‘ethod of treatment, but the more suitable the climate the 
creater will be the percentage of cures. A great number have 
‘con cured in the Adirondack Mountains, and the same can be 
-id of the mountains of North Carolina, but hardly any other 
port of the United States, except the Southwest, offers the 
~uitable climatic conditions for the successful treatment of 
pulmonary tuberculosis. In the Southwest, namely, Arizona, 
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New Mexico, northwestern Texas, and Colorado, are to be 
found all the climatic conditions having a curative influence 
on tuberculosis, viz., a maximum amount of sunshine, a pure 
dry atmosphere, altitude,and a porous soil. Land is cheap and 
favorable sites for sanatoria are to be found in abundance in 
this section. Now, why wouldn't it be feasible for states hav- 
ing unfavorable climates for the successful treatment of tuber- 
culosis to secure land in the above-mentioned section and erect 
thereon sanatoria tor their tuberculous, instead of 
their own borders? 


within 
Would not the greater number of lives 
saved, the greater number of otherwise hopeless invalids re- 
turned to the producing class, the greater security from infee- 
tion by this plan more than pay the additional expense it 
would incur? 

The tuberculosis craze is abroad, not only throughout the 
land, but throughout the world, and now seems an auspicious 
time for the profession to urge proper legislation. When the 
general public becomes educated to the fact that tuberculosis 
is a contagious and a preventable disease; when the different 
states provide sanatoria for their tuberculous; when the gen- 
eral practitioner learns to diagnose incipient tuberculosis, and 
becomes honest enough to tell his patients their true condition 
and advises them to go where they will have the best chance 
oO. recovering, then and then only will we be able to success- 
fully contend with the greatest destroyer of mankind. 

Arcu. Dixon, Jr., M.D. 


Exstrophy of Bladder. Correction. 
INDIANAPOLIS, Ind., July 29, 1899. 
To the Editor—My discussion of Dr. Allen’s paper on 
“Exstrophy of the Bladder,” as printed in the JouRNAL of July 
29, is somewhat garbled. I did not make bold to say: “It is 
not rational to make the operation of intestinal implantation,” 
but did say that under certain conditions Maydl’s brilliant 
operation, as successfully executed for the first time in America 


‘by Dr. Allen of Cleveland, might be contraindicated. All agree 


that the operation of intestinal implantation of ureters should 
not be practiced if the kidneys are unsound. 

In the case which came under the writer’s observation there 
was on the left side a pyonephrosis, and on the right a chronic 
nephritis. The patient was exsanguinated and could hardly 
have borne such an heroic operation as that of Maydl. There- 
fore a method much less dangerous and requiring less exquisite 
skill for its performance, namely, the method of Sonnenberg, 
was selected. 

1 prefer not to go on record as one who, having realized the 
beggarly results of Sonnenberg’s operation, would criticize the 
great work of Dr. Allen, to whom we all should unstintingly 
honor. 

Very sincerely yours, 
J. Ritus Eastman, M.D. 


A National Board of Health. 


MINNEAPOLIS, Minn., July 28, 1899. 

To the Editor—An editorial in the JoURNAL (July 22, p. 
234), speaking of a national department of health, refers to 
the endorsement of such by several medical bodies—the Ameri- 
can Public Health Association, the AMERICAN MEDICAL Asso- 
CIATION, and the Conference of State Boards of Health. In 
connection with the latter association, it said “recommended 
with practical unanimity—three delegates not voting.” This is 
a misrepresentation. The question brought to a vote at the 
Conference at Richmond was not, “Shall we have a national 
board of health?” but “Shall we endorse the Spooner bill?” 
Quite a different proposition. 1 was one of those who put my- 
self on record as not voting, for the motion was so worded that 
one voting in the negative was made to appear to be voting 
against a national board of health. I was not willing to vote 
to endorse the Spooner bill. At the same time, I was not will- 
ing to appear to be voting against a national board of health; 
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hence the request to be recorded as not voting. Two others 
did the same, and I presume for the same reason. 

From the editorial it would also seem that the National 
Conference vote was strongly aflirmative, for the term is used, 
“with practical unanimity.” As a matter of fact, there were 
probably not more than twenty voters in the room when an 
endorsement of the Spooner bill was called for. With a viva 
voce vote, it is hard to judge how many votes were cast in the 
affirmative. The few keeping silent or voting in the negative 
added to the three “not voting” does not leave “practical 
unanimity.” 

The Spooner bill is meant to please those who insist on state 
rights in quarantine, as against national rights. 

We should have a national board of health established on 
as firm a foundation as is the army, the navy and marine-hos- 
pital service. The Spooner bill will never give such an ogani- 
zation. 

Respectfully, 
H. M. Bracken, M.D. 


Breech Presentations. 

Ill., July 30, 1899. 
To the Editor—1 have just attended a German woman in 
her fifth confinement. The presentation was a breech, as was 
the case in her former confinements. Having never heard of 
another case of five successive breech presentations in one 
woman, I take the liberty of reporting this to you for publica- 
tion. The children were all boys, and three are living. Two 

died during delivery. 
Epwarp H. Asport, M.D. 


Current Wedical Literature. 


Titles marked with an asterisk (*) are noted below. 
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fomen. H.G. Wetherill. 
20.—*Plea for Tenotomy as a Preliminary to Amputation. Byron B. 
Davis. 
21.— Hydrophobia. 8S. E. Cook, 
22,— Some Surgical Cases. J. W. Bullard. 
23.— Retrospect of Forty Years in Practice of Medicine aud Surgery. 
Geo. W. Wilson. 
24.— Organotherapy. P. E. Koerber. 
Annals of Otol., Rhin. and Laryngology (St. Louis), May. 
25,—*Presidential Address before American Laryngological!, Rhinologi- 
cal and Otological Society, 1899. S. E. Solly. 
— Pgs Nervein its Relations to the Aurist. Geo. L. Richards. 
27.—*Use of Rubber Splints in Treatment following Intranasal Opera- 
tions. J. Price-Brown 
28,— — of Tonsil and Adenoid Followed by Fatal Result. J. A. 
tucky 


— Question of Posticus Paralysis, Part ii, and the Innervation of ¢),, 
Larynx During Breathing. A. Kuttner and J, Katzenstein. 
Archives of Ophthalmology (N. Y.), May. 
30.--*Case of Paralysis of Divergence: its Bearing on the Theory «! 

Squint and Heterophoria. Alexander Duane. 

—*Further Contribution to Extraction of Particles of Steel or |p.) 
with Haab’s Large Electromagnet. A. Barkan 

32.— Bullet Wound through Head with Loss of Right Eye and Vision 

much Impaired in Left. J. H. Delany 

—*Use of Extract of Suprarenal Gomuale in Diseases of the Eye. 
W. H. Bates 

Bacteriology of Acute Catarrhal Conjunctivitis, ©, A. 


Ve 
-_iateaatiinn of Weak Sterile Salt Solution into Collapsed Eyes. 
Herman Knapp. 

36.—*Note on Use of Euphthalmin. Herman Knapp. 

37.—*Note on Use of Holocain. Herman Knapp. 

38.— Nerves of the Human Lid. Ludwig Bach. 

39.— Corneal and Scleral Nerves as Shown by Golgi-Cajal’s Osmium 
Bichromate Silver Method. Ludwig Bach. 

40.— Description of Portable Electromagnet, an Original Device to be 
Used in Connection with any Incandescent Electric-Light Cur- 
rent, for Removal of Pieces of Steel from Interior of Eyeball, 
W. B, Johnson. 

International Medical Magazine (N. Y.), July. 
eaidlie luquiries Concerning Blood Changes Induced by Altitude. 
Solly. 

42.—*Laboratory as an aid in Diagnosis and Treatment of Diseases of 
the Stomach. A. Robin. 

43.— Late Consecutive Oropharyngeal Syphilis. Lewis 8. Somers. 

44.— Most Important Requisites to Correct Diagnosis in Chronic Dis- 
ease. Boardman Reed. 

45.— Present Day Requirements in Management of Pregnant Women. 
FE. A. Ayers. 

46.— Syphilis—The Chancre. J. D. Thomas. 

47.— Disturbances of Ocular Muscles. Vart iii. Treatment. 

48.— Summer Complaint. J. Madison Taylor. 

Pacific Medical Journal (San Francisco), July. 
> —*Address to Students of College of P. & S. A. C. Girard. 
—*Lecture, M. H. Simons. 

—*Patholesia, with some Cases. C. F. Buckley. 

52.— Division of Abdominal Incision a Week after Suprapubic Hyster- 
ectomy for Fibroid of the Uterus. Henry Kreutzmann. 

53.— 2 Researches with Vita Aurantii (Haber). Louis 

ross 
Denver Medical Times, July. 

54.—*Medical Efficacy of Nosophen and Antinosin in Eye, Ear, Nose 
and Throat Affections. James A. Lydston. 

55.— Plea for Psychic Realism. James Weir, Jr. 

56.— Treatment Of Puerperal Phlegmasia Alba Dolens. T. Mitchell 


Burns. 
—*Is an Absolute Condemnation of Alcohol Just? Albert Bernheim. 
Kansas City fledical Record, July. 
58.—*Some Remarks on Cerebrospinal Meningitis. J. Block. 
59.—*lm portance of a Diagnosis of Melancholia in its Incipiency, with a 
Study of Two Cases of Convulsive Form. 8S. Grover Burnett. 
60.— Chronic Lacunar Tonsillitis. Chas. E. Clark. 
Am. Journal of Surgery and Gynecology (St. Louis), June. 
61.— Ophthalmologic Surgery in the Country, with Special Reference to 
Acute Ulcer of Cornea. John Fee, 
62.—*Successful Removal of Piece of Wood Imbedded in Brain Thirty- 
two Years, without Impairment of Cerebral Function—Knife- 
Blade in Brain, Removal, Death. Z. H. Evans. 
63.— Electricity in Gynecologic Practice. J. A. Gracey. 
64.—*That ‘First Hysterectomy.” R. E. Haughton. 
65.— Division of Fee from Standpointof Country Doctor. Finis Purdue. 
66.— Trouble with Vulvar Papillomata—a Freak. H. D. Fair. 
67.— Case of Infantile Menstruation. G. A. McBride. 
68.— Criminal Abortion. Elizabeth McIntyre. 
69.—*Treatment of Carbuncles. M. P. Creel. 
70.— Uses and Effects of Gude’s Manganiferous Iron Peptone in Gyne- 
cology. Julius Heitzmann. 
Medical and Surgical Bulletin (Nashville, Tenn.), July. 
71.— Injuries to Pelvic Floor and their Consequences. M.C.McGannon. 
Woman’s [ledical Journal (Toledo, Ohio), July. 
72.— Woman Physician in Official Positions. Elizabeth F. Kearney. 
73.— Women and the Professions. John W. Million. 
74.— Operation for Webbed Fingers. Anna M. Braunwarth. 
75.— A Missed (?) Abortion. Report of Case. Eliza J. Hyndman. 
Cleveland [Medical Gazette, June, 
76.— Something About Phagocytes. D.N. Kinsmaa. 
7i.—*Disinfection of ay Coaches and Street Cars Operating 
Ohio. Frank Warn 
78.— Observations on Use ‘of Antitoxin in orga ty of Diphtheria 
based on Experience with Sixty-nine Cases. M. A. Albl. 
79.— Device for Washing out Pelvis of Kidney Through Ureter. L. B. 
Tuckerman. 
80.— Instrument for Direct Cystoscopy in the Male, and for Poster: 
Urethroscopy. L. B. Tuckerman. 
Medical Fortnightly (St. Louis), July 15. 
&81.— Physiology. A. L. Benedict. 
82.— Vesicular Degeneration of the Chorion. Carl E, Black. 


Medical Age (Detroit, Mich.), July 10. 
83.—*Acute Catarrh of Middle Ear as a Sequel of la Grippe. 5. \\. 
Smith. 
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_*PDeformities Illustrated. Daniel La Ferté. 
Columbus Medical Journal, July 5. 
“Treatment of Fractures of Patella. W. J. Means. 
«Pneumonia in Children. Wm, A. Dickey. 
Northwestern Lancet (St. Paul), July 1. 
President's Address, N. D. Medical Society. F. R. Smyth. 
Medical Federation. F. A, Dunsmoor. 
\.— Abdominal Hysterectomy in Treatment of Malignant Diseases of 
Uterus. J. L. Rothrock. 
».-.*Plea for better Disinfection in Typhoid Fever. 
“).— Probing the Nasal Duct. J. H. Rindlaub. 
Medical Record (N. Y.), July 29. 
«2.—*Report of Twelve Cases of Prostatic Hypertrophy Benefited by 
the Bottini Operation, with a Few Comments and Suggestions. 
Ramon Guitéras. 
3,— Nephro-Ureterectomy for Traumatic Hemato-Hydro-Nephro-Ure- 
terosis. John E. Summers, Jr. 
oj.— Fracture of Inferior Maxilla. Henry L. O’Brien. 
u5.—*Method of Maintaining Approximation after Colles’ Fracture, by 
Short Lateral Splints without Pressure on Tendons or Interfer- 
ence with the Circulation. A. E. Rockey. 
o.— Comparative Chest Measurements. H. M. Lee 
a7.— Case of Complete External Dislocation of the Patelle. 
Courtney. 
o..~—*Case of Tetanus Treated with Antitoxin. A. de Yoanna. 
New York Medical Journal, July 29. 
a9,— Cerebral Abscess in Child Three Months Old, complicated with 
Erysipelas of Head and Face. Operation. Recovery. Cursory Con- 
sideration of Diagnostic Value of Symptoms, William J. Doyle. 
—*Modern Therapy of Tympanic Cavity. M. A. Goldstein. 
101.— Anesthesia: Nitrous Oxid; Ether; S. Ormond Goldan. 
d Types of Disease. F. Savary Pearce 
103. Resort of Two Cases of Typhoid tedislion without any Intestinal 


F, B. Miner. 


J. E. 


Lesions, August Jerome Lartigau 
104.—*Early Recognition and Management of Malignant Disease of Diges- 
tive System. Max Einhorn. 
Cincinnati Lancet-Clinic, July 20. 
105. —*Random Observations. F.O. Marsh. 


106.— Vagaries in Tuberculosis. H. H. Spiers. 
Medical Review (St. Louis, [Mo.), July 29. 


107.—*Further Contribution in Regard to Temporary Glycosuria in Con- 
nection with Cerebral Hemorrhage. R. B. H. Gradwoh! 
Medical News (N. Y.), July 29. 
108 


. Biocon Considered from Standpoint of Proctologist. A. B. 
‘ooke. 


engi Symptoms and Headache Caused by More Common 
Forms of Intranasal Disease. Carolus M Cobb. 

110.— Intrapubie Route in Surgery of Uterus and its Adnexa. 
athen. 

111.—*Serum-Treatment and its Results. Hermann M. Biggs. 
Boston Medical and Surgical Journal, July 27. 

112.— Not the Disease Only but Also the Man. The Shattuck Lecture. 

James J. Putnam. 


William 


113.—*Peritonsillar Abscess.’ Frederick C. Cobb. 
114.— = Septicemia Treated with Normal Salt Solution. Carroll 
son. 
* Philadelphia Medical Journal, July 22 and 29. 
115 —*Acromegaly. William Nicholas Lackey. 


116.—*First-Aid Package in Military Surgery. N. Senn. 
117.—*Concerning Corpuscular Phoses and Aphoses. George M. Gould. 


118.—*Report of Case of Abscess Posterior to Appendix, Discharging 
Through Umbilicus, Refilling and Causing Perityphlitis and 
General! Peritonitis. Samuel H. Friend. 

119.- *Horseshoe-Kidney. D. E. Hills. 


120. oe Laxative Taken by Mouth. Henry 8. Upson. 

— Pictorial Demonstration of New Method for Ballooning the Rec- 
tum and for Removal of Foreign Bud.es fiom Anus and Rectum 
without Anesthesia. Thos. Chas. Martin. 

22.- *Irritation-Exostoses of Human Foot. E. H. Bradford. 

123, —*Case of Syphilitic Fever, with a Discussion of Diagnosis of Fevers. 

rentiss. 


124, —*Treatment of Puerperal Septicemia by Antistreptococcic Serum. 
Edwin Rosenthal. 


125.— Some Points in Diagnosis of More Common Forms of Nasal Ob- 
structions. Charles N. Cox. 
126.—*Angioneurotic Edema. H. F. Slifer. 


Maryland [Medical Journal (Baltimore), July 29. 
2i,~*Treatment of Epidemic Cerebrospinal Meningitis with Arsenite of 
Copper. Louis Kolipinski. 


AMERICAN. 


1. Conservative Gynecology.—The president’s address at 
the American Gynecological Association, at its late meeting, 
(iwells chiefly on two points: 1, the danger of overlooking 
early cancer of the uterus and neglecting the essential meas- 
res to save the patient, and, 2, the controversy between active 
and conservative gynecology. 

. Best Management of Umbilical Cord.—Dickinson’s ar- 
tic de is a very complete review of the literature on the man- 
agement of the cord, and a plea for the methods which he 
thinks are best. He believes that infection from the cord is 
a much more common cause of infant mortality than is gen- 
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eraliy appreciated, and that the common practices are not in 
accord with the best surgical principles. 
plete removal of the cord, 
and  deseribes the 
by ligature, suture 


He advocates com- 
amputation at the skin margin, 
methods of securing the vessels 
and pressure. the first case 
he exposes the vessels by drawing the sheath and 
gelatin away from the points of amputation, ligat- 
ing and cutting them off short. This method is, he claims, 
much more sure to control bleeding than the common mass 
ligature usually used. In suturing the vessels the cord is 
drawn upward and severed through the capillary ring and the 
vessel seized in an artery clamp. The needle is taken in the 
right hand and a simple continuous stitch is run across and 
its ends tied together, or a subecuticular stitch (Kendall 
Frank) put in place. Uf it is desired to ligate as well as sew 
with the same silk, one loop of the stitch sweeps around the 
artery and the other around the vein. Simple pressure needs 
hardly to be deseribed, but will require further testing in a 
long series of cases to see whether it gives rise to any more 
secondary hemorrhages than the older methods. He reviews 
the objections to complete primary amputation and thinks that 
with proper surgical antisepsis they hardly require argument. 
A rather full bibliography is appended. 

3. Purgatives after Abdominal Operations.—In this ar- 
ticle Ramsay reports the results of a series of experiments on 
patients, with the careful use of purgatives after operation, 
contrasted with a similar series where they were not used. 
He thinks that the results are sufliciently conclusive to make 
further argument on the subject of increased danger to the 
patient following early interference with the bowels unneces- 
sary. His conclusions are: That it is important both for 
the welfare of the patient and for the comfort of the operator 
to attend carefully to the diet and to the thorough emptying 
of the bowels before any abdominal operation; that the bowels 
should be moved and the distension relieved soon after opera- 
tion, for the comfort of the patient as well as to avoid possible 
dangerous complications; that in the simpler groups of opera- 
tions. such as suspension of the uterus, myomectomies, the 
removal of uncomplicated ovarian tumors, and in uncompli- 
cated hysterectomies, the administration of the calomel and 
the use of enemata on the second day is followed by a per- 
fectly satisfactory convalescence; that in cases of beginning 
peritonitis, in cases where numerous adhesions have been 
broken up or large raw areas left, in cases where the intestines 
have been freely handled or long exposed, and finally in emer- 
gency operations where no previous preparations can be made, 
Dr. Byford’s method of immediate purgation is indicated. 

4..Wound Infection in Insanity.—Hobbs writes on the 
effects of puerperal injuries on the nervous system and in 
producing insanity by exciting erysipelatous inflammations 
and septie poisoning. He claims that in the London (Canada) 
Asvlum they have had in their surgical treatment of such 
cases 30 to 45 per cent. of recoveries, and improvement in 20 
to 25 per cent. He says that the facet that it is evident that 
septic infection is mainiy responsible for these inflammatory 
conditions, which in turn are responsible for insanity, and the 
large percentage of these cases that resulted in mental recov- 
ery or improvement after removal of the lesions shows how 
important a factor the micro-organism is in producing mental 
alienation. 

5. Shortening Round Ligaments and Hysteropexy by 
Vaginal Section.—Byford does not discuss the technic in de- 
tail but merely gives the method he has used in thirty-one 
cases, and calls attention to the results. He combines hys- 
teropexy, or suture of the uterus over the bladder, with short- 
ening of the round ligaments, which he thinks is better than 
either operation alone. He has followed up his cases as far 
as possible, and knows of but one recurrence of the retrover- 
sion, and two cases in which the uterus sank lower into the 
pelvis without complete retroversion. In his later cases he 
has drawn the ligament tighter and sutured the fundus higher 
over the bladder than in his early ones and has not observed 
any failure. He reports three cases in detail in which he 
later opened the peritoneal cavity and one case in which 
pregnancy went to term after the operation, with good re- 
sults. 

6. See abstract in JouRNAL, May 27, p. 1173. 
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7. Vaginal Celiotomy.—Smith reports eleven cases of 
vaginal celiotomy, discusses the technic and concludes that 
the operation is indicated in retroversion with fixation, in 
mild diseases of the ovaries and tubes, and small fibroids. In 
his experience, however, the freeing of the retroverted adherent 
uterus is more difficult by this method, and vaginal fixation 
not so reliable, in curing retroversion and relapse, as is ventral 
fixation If the uterus is movable and there are no adhesions, 
one is not justified in opening the peritoneal cavity in any at- 
tempt to shorten the round ligaments. In such cases Alexan- 
der’s operation is easy, safe, quick and more reliable. In re- 
moving pus tubes the operation by the vagina is more diffi- 
eult than the abdominal operation, except where the uterus 
is also to be removed. When the uterus is split in half and 
each half removea with its corresponding tube, and when 
elan.ps are used the vaginal operation is easier than the 
abdominal with ligature. The vaginal route is a little safer 
on account of the drainage it affords, but there 1s more risk 
of injuring the ureter. Smith does not favor the removal of 
the uterus, even if both ovaries and tubes have been removed, 
on account of the bad moral and physical effects, and he dis- 
likes clamps as compared with ligatures, on account of bruis- 
ing the nerves and consequent prolonging of convalescence. 
For the removal of chronically inflamed ovaries and tubes, 
vaginal celiotomy has decided advantages in that it is less 
dangerous because the intestines are not exposed to handling; 
it is less painful; there is no telltale sear, and little danger 
of hernia. Much good conservative work on the ovaries and 
tubes can be done by the vaginal route without risk or pain 
to the patient, and he enumerates a number of conservative 
operations that can be thus performed with advantage. Tubal 
pregnancy before rupture, not later than the sixth or eighth 
week, can be readily removed by vaginal celiotomy. This 
operation, however, is contraindicated when the pregnancy has 
advanced twelve weeks or has ruptured into the abdomen. In 
general terms, all cases in which the trouble is small in size 
and located low down can and should be operated on by vaginal 
celictomy, while everything large and high up should be re- 
served for abdominal section. 

8. Disorders of the Menopause.—Cushings paper dis- 
cusses the various disorders attending the change of life; the 
circulatory, consisting in hot flashes and hemorrhage; the 
nervous troubles, such as palpitation, fainting and _hys- 
teroneursuses; the psychic disorders, and also the complications 
incident to the period of life in which this change occurs. Of 
the jatter cancer is the most serious, and he calls attention 
to the of care, noting all irregular and _ profuse 
hemorrhages occurring at this time and the ease of diagnosis 
of the condition by competent examiners, the comparative 
safecy of the operation and its success as a rule in preventing 
recurrence. The next most important complications are 
tumors, fibroids and adenoma, and the endometriftis which is 
liable to occur at this time. 

11. Whooping Cough.—Taylor summarizes the therapeu- 
tics of this disorder as follows: 1. Isolation and disinfec- 
tion; 2, pure air and warm clothing; 3, keep the patient ‘up 
to his most perfect standard of vigor, by frequent feeding; 4, 
palliate by the use of antipyrin, belladonna, and bromids 
internally, with inhalation of formaldehyde vapor to relieve 
paroxysms and nervous irritability; codein, tartar emetic, 
ipecac, and squills for catarrhal condition, and iron, arsenic 
and strychnin to tone up and strengthen in convalescence. 

14. See editorial, page 358. 

15. General Infection by Weichselbaum’s Coccus.— 
Gwyn reports what he thinks is the first instance recorded of 
general infection cr septicemia from the diplococcus intracel- 
lularis. The patient was admitted to the Johns Hopkins Hos- 
pital, November 4, supposed to be suffering from typhoid fever, 
and died on the morning of the 6th. The autopsy revealed 
Weichselbaum’s germ in the blood and in the inflamed joints. 
This throws some light on the arthritic infections of cerebro- 
spinal fever. 

19. See abstract in JourNnAL, March 11, p. 545. 

20. Tenotomy as a Preliminary to Amputation.—Re- 
marking first on the difficulty in muscular subjects in perform- 
ing amputations, on account of the tendency of uneven con- 


Jour. A. M. A. 


traction of the muscles, thus making an uneven stump, Day is 
pleads for a preliminary performance of tenotomy. He ha- 
not attempted to study the subject historically. Dawbarn - 
suggestion to cut the ham strings before amputation of t},. 
hip-joint is the first with which he is conversant. His ex 
perience is not extended to over a dozen eases, but it has been 
sufficient to make him view the procedure with great favor. 
He believes, in addition to the great ease of the operation and 
the improved appearance of the stump, that painful stump and 
conical stump would be less frequently met with. In cuttiny 
the tendons it is important to avoid dividing the large nerve 
trunks. If this rule is followed the nerves will draw wel] up 
above the cut stump of the muscles, and can be disregarded, 
as they will be out of danger of being imprisoned in cicatricia! 
tissue. 

25. President's Address.—The points made in Dr. Solly’s 
presidential address are the relation of nasal disorders to 
tuberculosis, as observed by him in his practice. He disagrees 
entirely with Dr. Ingals’ deductions that disease of the upper 
air-passages has a deterrent influence on pulmonary tubercu- 
lusis, and is inclined to believe with Dr. Freudenthal that in 
many eases the bacillus finds the readiest point of entrance 
in the nasopharynx behind the nasal obstruction. The facts 
and theories appear to him to indicate the importance of treat. 
ing the respiratory tract as a whole. 

26. See abstract in JoURNAL, June 24, p. 1440. 

27. Ibid. 

30. Paralysis of Divergence.—After reporting a case, 
Daune enters on a thorough discussion of the theories of peri- 
odie squint, and of divergence and its anomalies, and explains 
the pathogenesis as follows: Exophoria and divergent squint 
may be due to: 1. Underaction of an adduction—insuflicency 
in the true sense of the word—or overaction of the abductor, 
due to abnormalities in structure, insertion or innervation— 
muscular squint or exophoria; not very frequent by itself, but 
frequent as a complication. 2. Overaction of the diverging 
power—divergence-excess; fairly common. 3. Underaction of 
convergence—convergence-insufficiency ; very frequent; may be 
either accommodative (in myopes) or non-accommodative. 4. 
One or more of the above anomalies combined—mixed condi- 
tions. Such a combination usually obtains in long-standing and 
marked cases of concomitant divergent squint. Esophoria 
and convergent squint may be due to: 1. Underaction of the 
abductor—true insufliciency—or overaction of the abductor, 
due to abnormalities in structure, insertion, or irnervation— 
muscular squint or esophoria; not very common by itself but 
frequent as a complication. 2. Overaction of convergence 
convergence-excess; very frequent; may be either accommoda- 
tive (in hypermetropes) or non-accommodative. 3. Underac- 
tion of the diverging power—divergence-insufficiency; rare. 
4. One or more of the above causes combined—mixed condi- 
tions. Such a combination usually obtains in long-standing 
and marked cases of concomitant squint. It is by following 
an etiologic classification like this that we attain the best suc- 
cess in both diagnosis and treatment. 

31. Haab’s Electromagnet.—Barkan reports 7 cases ot 
extraction of particles of iron and steel from the eyeball, wit! 
Haab’s large electromagnet, and sums up the results in these 
and in 5 cases previously reported; 3 eyes had to be removed on 
account of panophthalmitis, which in two cases had certain!) 
set in immediately after the injury. In those cases the magnet 
did good work but against impossible odds. Eight eyeballs have 
beer. saved, 4 with very good and 4 with partial vision. One 
raan died of delirium tremens. He has found it advisable to 
always enlarge the wound previous to extraction, in order to 
facilitate the exit of the foreign body. A meridianal sclerotic 
section might be advantageously triel in cases of perforation 
of foreign bodies into the vitreous. Haab’s magnet does al! 
that the hand magnet will do, and more, but must be usec 
guardedly. Compared with the latter it avoids destruction 0! 
the vitreous and diminishes danger of infection. It is a goou 
and safe sideroscope. 

33. Suprarenal Extracts in Ophthalmia.—Bates find- 
that suprarenal extract is a powerful astringent, having 
strong eTect on local and general circulation. He describes 
the methods of preparation of the aqueous solution, its chem- 
cal and physiologic properties, so far as known, and gives thie 
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sails of a number of eases in which it was used in ophthalmic 
practice. He thinks it is an astringent of great value, and 
‘uring the five years he has used it he has seen no disagreea- 
j.oects. Within the limits of its sphere of activity, no other 
-yh<tance ean take its place. 

+4. Bacteriology of Conjunctivitis.—The conclusions of 
Veasy’s paper are as follows: It would seem that for Phila- 
delphia and the immediate vicinity, by far the most frequent 
yee of acute catarrhal conjunctivitis is the pneumococcus 
ot Fraenkel; that occasionally it is produced by the WKoch- 
\Woeks’ bacillus, and that the clinical manifestations of both 
ayo so similar in severe cases that it is practically impossible to 
Jistinguish between them without a bacteriologic examination ; 
that the experiments of Gifford showing the contagious charac- 
ter and its reproduction with anaérobie cultures have been 
fully corroborated; that it has also been reproduced by the 
writer with a pureaérobic culture ; that it is a disease met with 
more frequently in young adults, but apparently may occur 
at any age. 

35. Sterile Salt Solution Injected into Weak Eyes.— 
Knapp reports three cases in which he used physiologic salt 
solutions to replace the eye fluids, and concludes as follows: 
According to the foregoing observations and experiences, | 
believe 1 am justified in recommending the injection of a 
sterile physiologic salt solution—or any other sterile and in- 
different liquid, for instance, borie acid solution—into the eye 
with a small syringe under the following conditions: 1. 
When from lack of vitality in old age or any other cause the 
cornea sinks in so that the eye collapses in such a way as to 
prevent the wound from closing exactly, a liquid should be 
injected until the globe has resumed its shape and the lips of 
the wound apply correctly. 2. Not only remnants of cataract, 
but also cholesterin and other heterogeneous substances, in- 
<luding perhaps some movable foreign bodies, may be syringed 
out of the eye with impunity and success. 3. When during the 
extraction of a complicated cataract the fluid vitreous escapes 
in such a quantity that the eyeball collapses either totally 
or in such a degree as to prevent the closure of the wound, 
liquid should be injected to refill the globe and make the 
wound close. 4. When from an operation or an injury the 
eye collapses, injection ot a sterile indifferent liquid may re- 
store the shape of the globe, facilitate the closure of the wound, 
and ward off infection from the entrance of conjunctival se- 
cretion into the eye. The above histories demonstrate that 
eyes whose chances of recovery are unfavorable may be saved 
by intraocular injection—saved, [ am inclined to believe, in 
a greater percentage than if such treatment were omitted. 

36, Euphthalmin.—<According to Knapp, euphthalmin in 
10 per cent. solution is without a rival as an aid for ophthal- 
moscopie examination. As a cycloplegic it does uot compare 
with sulphate of atropia and is even more unreliable than 
homatropin. It does not irritate the conjunctiva or the skin, 
and he recommends it for routine use to dilate the pupil in 
ophthalmoseopy. 

37. Helocain.—After using it for more than a year, Knapp, 
thus states his experience with holocain: 1. It is as powerful 
a local anesthetic as cocain, over which it has several marked 
advantages, in that it acts (1 per cent. solution) in much 
shorter time, one-third to 1 minute, and it does not interfere 
with cireulation. It does not dry the cornea as much as 
cocain. For the remoyal of foreign bodies it is an ideal 
‘anesthetic. It does not suck in germs that may have con- 
taminated the foreign body. 
not a remedy, while holocain has a good influence in septic 
ulcers of the cornea, though he has net observed its action in 
this regard to such an extent as stated by Derby. 

+). Blood Changes Induced by Altitude.—Solly first re- 
Views the statements and theories in regard to biood changes 
induced by altitude, and concludes that the theory of regen- 
eration of the blood cells proposed by Miescher, Egger and oth- 
ers is the correct one, being supported by the recent work of 
Schaumenn and Rosenquist, of whose experiments he gives an 
vccount, also by those of Herrera and Lope. He briefly states 
some of his own experiments made in Colorado, which also sup- 
port this view, and suggests that the members of the Climat- 
vlogieal Association could aid materially in this problem by 
lieving blood examinations made of their patients or of per- 
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sons in normal health who will co-operate, before and after 
leaving sea level to try the climate of our interior plateaus. 
The effect on the blood, in visiting the sea shore and desert 
regions of moderate elevation, would also be a good subject of 
inquiry, 

42. The Laboratory in Stomach Diseases.—iobin dwells 
on the value of chemical analysis in the diagnosis of stomach 
disorders, and believes the biochemical laboratory is of the 
greatest value in these atfections. 

49. Address.—Girard presents some thoughts concerning 
the recent war. 

Lecture.—Simons’ remarks concern The Naval Medical 
Corps, its duties and experience in the late war. 

51. Patholesia.—The title of this article is a new name 
devised by Buckley to cover the same ground as tie popularly 
used “hysteria.” He offers it as a needed substitute for the 
older term, and as indicating etymologieally the condition. a 
disorder of the will. 

d4. See abstract in JourRNAL, June 24, p. 1448. 

57. Alcohol.—This article is a plea for the use of alcohol 
in medicine, and a defense, practically, of its use as a beverage, 
though this is not professed. The author, however, gives his 
conclusions as follows: Alcohol, used discriminately, at the 
right place and at the right time, is beneficial. Alcohol, used 
habitually and quite particularly im large quantities, is 
noxious. Alcoholic beverages are the more dangerous the 
worse they are, the more adulterated they are, consequently 
only the purest beer, the purest wine, the purest whisky is 
that which we should use, if we use it at all. 

58. Cerebrospinal Meningitis.—Block’s paper reports 
some clinical histories which he credits to cerebrospinal 
meningitis, and which, in his opinion, is due to the same micro- 
coccus as pneumonia. 

59. Melancholia.—-Burnett reports two cases of melanchol- 
ia attended with convulsive attacks, and refers to Clouston’s 
description of this form of the disease. He believes that an 
early diagnosis of melancholia with immediate private care 
will almost insure a recovery. 

62. Piece of Wood in the Brain.—Evans reports the 
case of a man who received a wound in the face during the 
Civil War, in 1862, which healed up; and who finished his 
term of service in the army without serious inconvenience. 
A year before his call on the doctor he received a blow in the 
face by a falling plank, in exactly the spot of the former in- 
jury. This produced an abscess, which was opened, but as the 
discharge continued, he came to the doctor. In probing the 
wound, dead bone was found, and by the free use of cocain 
the ethmoidal cells and the floor of the skull were opened up, 
exposing the dura, which was swollen and exuded pus through 
a small opening. A small probe was passed, coming in con- 
tact with a hard substance which was removed by a Pean’s 
forceps. It turned out to be a piece of pine wood measuring 
114 inches in length and one-third of an inch in thickness, 
imbedded in the brain substance. Hemorrhage was severe but 
was controlled by packing the cavity with gauze, which was 
removed in twenty-four hours and the wound flushed with 
warm water. In a few days the cavity contracted and the 
flow of pus ceased. Thirteen days later the patient was 
seized with partial paratysis affecting the same side of the 
bedy frem which the piece of wood was removed, also para- 
phasia and melancholia. He has since recovered from the 
paralysis. The duration of time in which the wood was left 
in the brain was thirty-two vears Evans also reports a case 
of extraction of a knife blade from the left frontal lobe, which 
had beeu imbedded cighteen months. Death followed removal, 
in eight days. 

64. That “First Hysterectomy. ’—Haughton’s article is 
a defense of his claim of having performed the first hysterec- 
tomy in the state of Indiana, which had been criticised by Dr. 
Mary E. Dixon Jones. 

69. Published also in N. E. Med. Monthly, July. See Jour- 
NAL, July 15, title No. $0, p. 150. 

83. Catarrh of Middle Ear, From Influenza.—In this 
paper Smith treats of otitis media as a complication of la- 
grippe, calling attention to its importance, the dangers of its 
neglect and the method of early and timely treatment. He 
reports four cases illustrating his views. He believes a large 
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percentage of these cases might be cut short or aborted by 
loca: depletion or a little active purgation, if seen at the onset 
of the disease. 

8a. Deformity.—LaFerté’s paper describes and illustrates 
a number of cases of determity relieved by operation. 

85. Fractures of Patella.—After general remarks on the 
treotment of patellar fracture, Means briefly reports six cases, 
some of them treated by non-operative methods and others 
by opening of the joint and suturing the parts, and concludes 
as follows: The results of non-operative methods are unsatis- 
factory, both as to long confinement and functional disability. 
The methods of maintaining apposition of the fragments by 
external appliances are unsatisfactory and unscientific. In 
open arthrotomy the fragments can be carefully approximated 
and sutured in such a manner as will maintain apposition and, 
ultimately, bony union. The operative method saves months 
of confinement, and gives permanent results. The buried 
suture material should be absorbable, such as catgut or kanga- 
roo tendon. The field of operation should be continuously ir- 
rigated with a hot salt solution during the manipulation, and 
the incision closed without drainage. The massage treatment 
begun at an early date is an important factor in restoring 
the functional activity of the joint. 

86, Pneumonia in Children.—Dickey recommends, in cases 
of pneumonia in ehildhood, the following treatment: Good 
ventilation; special attention to the clothing so as not to 
impede movement; nutritious and easily digested diet, given 
at stated intervals, and in concentrated form; plenty of cold 
water; moving the bowels in the beginning as an initial meas- 
ure; special attention to the possibility of cardiac failure, 
strvchnin being the best tonic, alone or combined with. bella- 
donna; temperature controlled as far as needed by hydro- 
therapeutic applications of water bags; in case of subnormal 
temperature, hot baths or hot packs with strychnin and digi- 
talis. In ease of delirium and high fever the ice-cap may be 
beneficial. As regards expectorants, he does not speak very 
strongly. Opium is to be avoided except when the cough is 
very harassing and interferes with rest. Pain can be relieved 
by external mustard applications. The internal remedies 
should be those that have germicidal or antiseptic properties, 
and will not depress the heart, and he thinks that salicylate 
of cinchonidia might, on theoretic grounds, be of advantage, 
but he has had no personal experience with it or other salicy- 
lates. In a few cases he has used creosote with apparent good 
results. He concludes with a brief mention of serum treat- 
ment. 

$8. See abstract in JouRNAL. July 8, p. 101. 

96. Disinfection in Typhoid Fever.—Miner, noticing the 
prevalence of typhoid in North Dakota, describes the defects of 
sanitation along the course of the streams, especially the Red 
River of the North, where the same location is often the 
source of the water-supply and the drainage outlet. He re- 
marks that the inhabitants of long residence along the river 
seem to have gained a certain immunity, but new-comers and 
chiléren are very generally attacked. 

92. Bottini’s Operation.—Guitéras’ paper is a very lengthy 
one, giving reports of twelve cases operated on by the Bottini 
method. In conclusion he discusses the indications of the 
operation at some length and states his belief that of all 
operative procedures so far devised for prostatic hypertrophy, 
this is the least dangerous snd attended by the best results. 


95. Colles’ Fracture —New Treatment.—Rockey recom-- 


mends, instead of the ordinary method of using splints that 
make pressure on the tendons and interfere with the circula- 
tion, lateral splints that prevent pressure of the flexor and 
extensor tendons, do not interfere with the circulation, and 
permit movement of the joints during the healing process. 
In his last case he used strips of pasteboard 1%, inches wide 
and 2%, long, made with four thicknesses on each side, and 
molded while moist, to the radial and ulnar margins, the 
palmar and dorsal surfaces of the wrist being entirely relieved 
from pressure by the thickness of the splint. Perfect reduction 
of the fracture is of first importance. He has used this method 
in twenty-five cases with good results. 

98. Tetanus Treated with Antitoxin.—De Yoanna reports 
a ease of tetanus coming on eight days after an injury, cured 
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promptly by tetanus antitoxin injection. In all, 280 «©. 
were given in fifteen days of treatment. 


100. Modern Therapy of Tympanic Cavity.—Golidsteiy . 
paper is a plea for rather conservative methods in the tre:: 
ment of middle ear disease. He thinks that frequent use of ¢)\. 
syringe and lavage of the auditory canal is distinctly coy 
traindicated in suppurative cases where large perforation oj 
the drum exists, and where free entrance of the fluid into thy 
cavity is so easy. He says they carry infection into the attic 
or antrum when none has previously existed. It should be 
our object also to extract fluid from the sodden, boggy sur- 
face of the cavity, and not to add to it. With a viscid, tena- 
cious and copious discharge, a gentle current of a warm anti- 
septic fluid may be used to clear the canal to the surface of 
the drum, but beyond this point it should not be used. He 
is also oppesed to the use of middle ear syringing in any 
tympanum affections other than in mild cholesteatoma. He 
has found a small tuft of sterilized cotton on the end of a 
probe, frequently renewed, a much better cleanser of the audi- 
tory canal than a large current of antiseptic fluid. If a small 
perforation exists, not passing the cotton tuft, he employs 
a nebulizing antiseptic fluid with the Eustachian catheter, 
thus driving it out and inflating and medicating the middle 
ear cavity better than could otherwise be done. His fluid 
consists of iodin, 3 grains; carbolic acid, 4 grains, and ben- 
zoinol or albolene, 1 oz. A slight insuffation of an antiseptic 
powder, preferably nosophen, completes the treatment. When 
the discharge is profuse, he adds a gauze packing to this 
treatment, using narrow strips of plain sterilized gauze. He 
thinks that oil sprays will soon gain the upper hand in the 
treatment of mucous membrane of the upper respiratory tract 
in the ear, and he describes his methods of using them. Where 
the Eustachian tube is impervious, as revealed by the auscul- 
tation tube, he employs an intratympanic injection made with 
puncture of the drum under antiseptic precautions, with the 
same formula as before, and he describes in detail his methods 
of doing this. Another departure of his own is the use of 
picrie acid as a desiccator and antiseptic. It can be used with 
weak alcohol solution, thus avoiding pain, or with glycerin. 
In concluding his paper he speaks of the use of cimicifuga in 
the treatment of tinnitus aurium. In his experience, only 
about 5 per cent. of patients thus treated were benefited. 


102. Odd Types of Disease.—Pearce’s article points out 
certain peculiar phases of tabes, myelitis, cerebrospinal palsy, 
chronic anterior poliomyelitis, brain abscess, cerebral edema, 
and traumatic neurosis. The details can hardly be given here. 

103. Typhoid Without Intestinal Lesions.—The paper 
by Lartigau gives full reports of two cases, with autopsy, in 
which the characteristic lesions of typhoid were not met with. 
The clinical picture in one was characteristic, and in both 
bacteriologic examination revealed the typhoid bacilli. In the 
second case, which was operated on for ectopic pregnancy, 
there was also streptococcus and pneumococcus infection. 


104. Malignant Disease of Digestive System.—Noticing 
the general features of cancer of the digestive tract, Einhorn 
lays down the following as guides to their recognition: 

Esophagus and Cardia,—Gradually developing dysphagia 
and the presence of a stricture in the esophagus, especially 
if a particle of tumor showing the characteristics of cancer 
has been brought up with the tube, or the above symptoms, 
with frequent small hemorrhages, make the diagnosis of malig- 
nant disease positive. 

Stomach and Pylorus.—1. If particles of tumor are found— 
in the wash water or in the tube—which under the microscope 
reveal the characteristic picture of a malignant growth. 

2. The presence of a more or less large tumor with «) 
uneven surface, belonging to the stomach and associated wit): 
dyspeptic symptoms. 

3. ‘The presence of a tumor associated with frequent hem 
atemesis. 

4. Constant pains, frequent vomiting, ischochymia, emaci 
tion—all these symptoms being quite permanent and not ex- 
tending over too long a period of time (six months to a year.) 

5. Tumor and ischochymia. 

Emaciation, ischochymia, presence of lactic acid. 
Constant anorexia and pains, not yielding to treatment, 
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ull and Large Intestines —1. If by abdominal or rectal 
-oloation a tumor ean be detected which is situated in the 
sy il or large bowel, and accompanied by symptoms of 
eoohexia and disturbances of defecation. 

The presence of a tumor as just described, and the dis- 
covery of small particles of the neoplasm in the evacuation 
microscopically the appearance of a cancerous growth. 

+. Gradually inereasing disturbances of the bowel for a 
fo months in a heretofore healthy person, accompanied by 
cachexia and symptoms of a beginning or already developed 
sirieture of the bowels, and the presence of a small particle 
of erowth in the stools giving, as above, microscopically, the 
picture of cancer. 

He also gives the following general rules as to operation: 1. 
\Vhenever the tumor is accessible for operation, and there is 
the slightest hope of curing the patient, the complete extirpa- 
tion of the growth should be performed. 2. If the tumor 
is not accessible for operation, or the entire removal of the 
malignant disease is practically impossible, palliative opera- 
tions which serve to alleviate suffering and _ prolong. life 
should be undertaken in cases requiring them. 3. Cases of 
malignant disease operated on, as well as those without opera- 
tion, require for their treatment and management a skillful 
physician, who is able to lessen suffering and nearly always 
able to lengthen life, even under the most trying conditions. 
Cancer of the esophagus and cardia does not at present permit 
any radical operation. When, the patient cannot take food, 
gastrostomy is indicated. Cancer of the stomach and entire 
intestinal tract should be removed if discovered sufficiently 
early. Practically the outlook for the cure of malignant dis- 
ease of the intestinal canal becomes less encouraging the 
farther away from the anus it is situated. Cancer of the 
lesser curvature of the stomach and posterior wall is usually 
recognized too late for radical operation, and if the cardia 
and pylorus are not involved, only the usual palliative reme- 
dies should be resorted to. Cancer of the rectum, when recog- 
nized early, has by operation afforded brilliant results. With 
the tumor higher up in the intestines, its excision and resec- 
tion of the intestines with end-to-end anastomosis is advised. 
Where total resection is impossible and enteroenterostomy or 
enterocolostomy, or, if in the rectum, a colostomy, will be 
advisable palliatives. 

105. See abstract in JouRNAL, June 17, p. 1390. 

107. Glycosuria in Cerebral] Hemorrhage.—Gradwohl re- 
ports three cases of temporary glycosuria in connection with 
cerebral hemorrhage, in two of which it’ was due to direct 
pressure on the diabetic center in the fourth ventricle. In 
the other, where there were no local lesions at these points, 
the general condition of cerebral pressure will, in his opinion, 
account for the condition. 

108.—See abstract in Journat, July 1, p. 37. 

109. Headache and Asthenopia.—Cobb reports 3 cases of 
headache due to nasal disease, and comments on them. He 
thinks that many patients have headache from chronic rhinitis, 
with a viseid dry discharge which is due to uricacidemia and 
high living. Another form is caused by hypertrophy of the pos- 
terior third of the nasal turbinate. This form is not at all rare. 
In conclusion, he says: I wish to emphasize the following 
points: 1. Headache may be and often is caused by intra- 
nasal disease. 2. Other diseases, aside from atrophic rhinitis, 
nasopharyngitis, affections of the accessory sinuses or the 
obstructive intranasal conditions may be the cause of head- 
ache, 3. An examination of a patient suffering from head- 
«che is not complete unless the condition of the nasal cavities 
has been investigated. 

111. Serum Treatment.—Bigg’s paper is concluded in this 
number. Having already noticed the brilliant results in the 
‘reatment of diphtheria by antitoxin, he reviews the facts as 
regards the serum treatment of pneumonia, in which the ex- 
perimental results have been very striking, and he thinks it 
ot improbable that the next great achievement in serum 
‘herapy will be in the treatment of this disease. He also 
notices the good results of cholera and plague inoculations 
and Wright and Semple’s prophylactic inoculation for ty- 
phoid. As regards the yellow fever serum and serum therapy 
'n streptococcie infection, he does not speak with such positive 
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encouragement. Leprosy and tuberculosis he throws out alto- 
gether, as regards treatment by this method. 

113. Peritonsillar Abscess.—Cobb’s paper concludes as 
follows: The whole number of cases examined was 44. 1. 
No causative relation could be proved to exist between rheu- 
tism and peritonsillar abscess. 2. An acute inflammatory 
condition to the tonsil was found to exist in a sufficient num- 
ber of cases to suggest that it may be the cause of the infection 
to the peritonsillar tissue. 3. A study of the pharyngomax- 
illary space shows: a, that its injection with wax on the 
cadaver may produce an appearance similar to the peritonsil- 
lar abscess as seen clinically; b, that its distance from the sur- 
face of the palate may account for the depth of the puncture 
often needed in order to obtain pus; ¢, that the cross action 
of the muscles covering the space seems a sufficient reason for 
the closure of puncture made into it; d, that the supraton- 
sillar fossa and the infratonsillar space offer the space for 
puncture most free from anatomic obstruction; e, that puncture 
anterior to a plane passing through the posterior pillars can 
not injure the great vessels if the knife be kept at all times 
anterior to such plane; /, that the space is divided into two 
cavities by a septum formed by the styloglossus and stylo- 
pharyngeus muscles. This in most cases protects the great ves- 
sels from purulent infiltration. Failure of this septum to 
act explains the cases cited by Bosworth where the pus passed 
along the great vessels into the mediastinum. 

114. Normal Salt Solution in Septicemia.—Edson reports 
a case of septicemia apparently starting from tonsillar infee- 
tion, in which the use of normal salt solution injected into the 
subcutaneous tissues was resorted to after the patient had 
gotten into a desperate condition. The use of this solution 
was immediate in its good results, relieving pain, quieting de- 
lirium, and improving the pulse, and his cure may be said to 
have started from its first employment. Another noticeable 
feature was the ease with which large amounts of the solution 
were absorbed. 

115. Acromegaly.—After reviewing the subject of acro- 
megaly, Lackey reports a case presenting some unique features 
occurring in a colored male, who enjoyed average strength and 
health up to the age of 13. About this time he suffered with 
excruciating pains in the hip-joint and extremities, and was 
contined to bed for a period of two years, during which time 
the extremities increased rapidly in size, the stature also. 
Thirst was a constant symptom. The general nutrition of the 
patient was poor. Since the confinement locomotion has been 
impossible excepting by the aid of mechanical support. The 
patient is now 28 years of age; the extreme height of 8 feet 
6 inches is recorded; the patient’s face is repulsive, oval in 
outline, the lower jaw very much increased in size and length, 
the forehead extremely low with a thickened orbital border; 
the eyes small; the temporal bones indented; the nose long, 
large and much flattened; unlike most cases of acromegaly, the 
lips are thick and very prominent. The case presents special 
interest, in that it is undoubtedly one of the so-called giant 
forms of acromegaly, the enormous height being due to the 
lengthening of the long bones, the smaller bones of the hands 
and feet were found much enlarged. The heart showed hyper- 
trophy. Spinal curvature was observed. The mentality of 
the patient is unimpaired. 

116.—See abstract in JouRNAL, June 10, p. 1313. 

117. Gorpuscular Phosis and Aphosis.—Describing the 
phenomenon, Gould suggests that a day not too bright be se- 
leeted, the sky filled with gray to bluish clouds. Shade the 
eyes with the hands, and, narrowing the palpebral borders 
until the aperture is about the width of the pupil, gaze 
steadily toward the clouds, but vacantly, i. e., without any 
accommodation whatever. Without winking, hold the eyes 
perfectly still. Within a number of seconds the field will be 
filled for 180 degrees, laterally, with innumerable darting 
points of light—phosis—moving, disappearing and reappear- 
ing in all directions without order and with great irregularity. 
A tinted lens being introduced, the number of bodies is re- 
duced, but the remainder have the same general character and 
rate of movement. The reduction in number he describes as 
being due to the accommodation and fixation almost necessi- 
tated by the different lighting of the corpuscles, and the fact 
that but a single eye is used. By using a large piece of cobalt- 
glass over both eyes, and looking to a brightly sun-lit white 
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cloud, the aphoses are more numerous and fill a larger expanse 
of the field than when a single eye is used. In this way the 
two classes of sensations are recognized as due to the same 
object or causes of retinal origin, and he considers that the 
corpuscles are not seen directly, nor by means of the shadows 
they throw on the retinal end organs, but arouse sensations 
only when they reflect and focus on an incident beam of light 
on an unaccustomed and sensitive portion of the retina; and 
therefore expresses the firm conviction that these bright points 
—phoses—and the Newton aphoses are all due to reflections 
from corpuscles of the retinal capillaries, varying in appear- 
ance according to the method of observation and the illumina- 
tion; thus differing from the conclusions of Willetts, who con- 
sidered that they originated in the cornea. 

118. Post-Appendiceal Abscess.—In reporting this case of 
abseess posterior to the appendix, discharging through the 
umbilicus, refilling and causing perityphlitis and general peri- 
tonitis. Friend explains the discharge of pus through the um- 
bilicus by presupposing a patulous vestige of the vitello- 
intestinal duct, and that the infection which came from the 
intestine first involved this duct. The abscess cavity filled 
and the pus followed the course of least resistance, viz., 
through the umbilicus. The general infection was probably 
due to obliteration of this exit. 

119. Horseshoe Kidney.—One weighing 14 ounces is re- 
ported as a finding in posting a patient having met with a 
violent death in her 45th year. The organ lay at its normal 
height, with convexity downward, close to the spina: column 
and symmetric as to the two sides—measuring fifteen inches 
from the highest point of one extremity to a corresponding 
point on the other. The pelves and ureters were intact. The 
connecting band was composed of true renal tissue and meas- 
ured 314 inches in circumference. 

120. A Mechanical Laxative.—Liquid petroleum is recom- 
mended as a mechanical laxative, in quantities of from two to 
three ounces. Upson considers it absolutely non-irritating, 
that it does not distend the bowel, nor cause flatulence; indeed, 
diminishes it, and is easily taken, even by children. 

122. Irritation-exostosis.—Bradford shows, by a series of 
skiagraphs, the more common locations in which are found the 
various exostoses due to irritation about the small joints of the 
feet. The parts where irritation from bone pressure or shoe 
external irritation takes place are those positions of the foot 
where the strain is greatest and the bone is less protected by 
fat, commonly the first and fifth metatarso-phalangeal articu- 
lations, and at times at the dorsal-surface articulations of the 
cuneiform and first metatarsal, and on the dorsal surface of 
the head of the first metatarsal bone, and on the prominent por- 
tions of the posterior portion of the os calcis. 


123. Case of Syphilitic Fever.—In the case recorded, diag- 
nosis was extremely difficult, and a study of the febrile course 
shows an average evening rise to about 101.6 degrees, with a 
morning fall to below normal. Attention is called to the value 
of a study of the pulse in doubtful febrile cases; slight varia- 
tions of the pulse are at least suggestive of specific fever. 

124. Antistreptococcic Serum in Puerperal Fever.—In 
treating these cases, besides the use of serum, Rosenthal ad- 
vises a douche of sublimate, 1:8000; lysol, 2 per cent.; or 
creolin, 5 per cent.; curettage, with iodoform packing, which is 
removed after twenty-four hours. Purgatives and stimulants 
are to be selected, while the serum is used in quantities of 
10 ¢.c in initial doses, repeating the dose on the following day 
if fever continues, and gradually diminishing the quantity 
injected. Several cases are reported in which the antistrep- 
tococcie serum was used; the writer reports a mortality of 25 
per cent. 

126. Angioneurotic Edema.—The condition appeared in a 
female of 35, who had enjoyed average health. She first no- 
ticed a swelling of the right side of the face, appearing sud- 
denly; no pain, tenderness, or pitting was present early, nor 
was itching or heat complained of; disappearing in twenty-four 
hours to reappear again on the wrist and various other por- 
tions of the body for weeks. The condition continued to involve 
various portions of the body, extending over larger areas, es- 
pecially selecting the face and loose tissues of the neck; burn- 
ing, itching at times; redness developed as the condition pro- 
gressed; twice during the six months did the edema extend 
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beyond the pharynx, the patient becoming cyanotic and com. 
plaining of great distress in the chest; venesection relieved the 
symptoms at these times. Eventually the patient died of an 
internal hemorrhage. 

127. Arsenite of Copper in Cerebrospinal Meningitis.— 
Kolipinski reports four cases of epidemic cerebrospinal menin- 
gitis which he treated by the following method: 1. Quiet, 
excluding from the sick-room as much as possible, friends, light 
and sound. 2. A simple milk diet with drinking water when- 
ever desired. 3. Daily movement of the bowels by enema or 
castor-oil. 4. The arsenite of copper for the first and second 
days, every half hour when the patient was awake. With im- 
provement in symptoms the intervals were prolonged to every 
one or two hours on the third day, and every three or four 
hours on the fourth day, and the remedy was discontinued 
when convalescence began to appear. With children he uses 
about 1/2400 to 1/1200 of a grain a dose, with the adult 1/320, 


FOREIGN. 
British Medical Journal, July 15. 

Case of Freidreich’s Hereditary Ataxia with Necropsy. 
E, ReENNtE.—The author reports a case of Friedreich’s 
ataxia, with autopsy findings, in a boy aged 13 years. The 
lesions found were well-marked degeneration of the posterior 
colvmns throughout their whole length, in the posterior root 
zone, and also of a large number of posterior root fibers; much 
less marked degeneration in the lateral columns in the region 
of the crossed pyramidal tracts; seattered marginal degenera- 
tion at different levels; distinct degeneration of the direct cere- 
bellar tract with atrophy of Clarke’s column. The findings, 
therefore, agree quite well with those usually met with, but it 
is intevesting to note the extent of the lesions, though the 
duration of the disease was stated to be only about fifteen 
months. The disease, therefore, is apparently a primary nerv- 
ous derangement grafted on an imperfectly developed spinal 
cord, the imperfect development being due to unknown heredi- 
tare intluence. In conclusion, the author calls attention to 
certain features in the clinical picture, such as the absence or 
rarity of sensory disturbances, lack of sphincter troubles and 
the concition of muscular hypotonia present in the majority 
of these cases. 

Contribution to Study of Posterior Columns of Spinal 
Cord. Hamitton Wricnt.—This article is a discussion of the 
findings of the autopsy in a case of tabes, with special refer- 
enerce to the nerve tracts of the posterior column. The author 
discusses the findings with special attention to the course of 
what are considered the intracordal or endogenous sections. 
He concludes that the Marie cornucommissural zone, Flechsig’s 
metian triangle and postero-internal root zone are of true in- 
tracordal origin, at Jeast as regards the majority of their fibers. 
The comma tract of Schultz was found in a state of almost 
complete fibrosis, which he explains as probably due to an 
anatomic connection with Clarke’s cells, and generally close 
association with the vesicular cylinders. 

Some Points Connected with Sleep, Sleeplessness and 
Hyvnotics. Jonn BuckLeEyY Brappury.—Bradbury discusses 
the chemistry and physiologic action of some of the derivatives 
of morphin, cannabis indica, hyoscin and anhalonium, and 
concludes with remarks on the treatment of insomnia. After 
noticing the causes, toxic, psychic, and those due to changes in 
the mode of life, he mentions the special and general measures 
for its relief. In ordinary cases of insomnia, uncomplicated, 
he would first try the bromids as least harmful. He notices 
the requirements as to sleep-places, diet, ete., and then specifies 
special drugs for particular cases. [In the main his sugges- 
tions ave much the same as those found elsewhere.—Ed. } 

Treatment of Malarial Fevers by Inunction of Creosote. 
A, O Firzceratp.—This article contains the report of classi- 
fied cases of malaria treated by inunctions of pure beechwood 
cre.sote over the chest, abdomen, axille and sides, 15 to 20 
minims for a child of one year and 30 to 60 minims for an 
aduit, mixed with an equal quantity of olive-oil, the latter be- 
ing employed to counteract the tingling and burning occasion- 
ally produced by the creosote. The results as reported in his 
tables are certainly remarkable, and he mentions some of the 
vases in detail. He thinks it is an ideal treatment in malarial 
fevers in children and he has never seen any bad effects in any 
case. It seems to be also equaliy effective in adults. 
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Lancet, July 15. 
Observations on Tuberculosis and Syphilitic Diseases 
tae Eye. Grant.—The author calls attention to 
-. comparative rarity of tuberculous disease of the eye, and 
.ys the following as probable reasons for the facts: 1. The 
is exposed to much bright sunlight, which is fatal to the 
ius of tubercle. The movements of the eyes and eyelids 
tone to dislodge the bacilli, and the secretions also favor this 
» con. He thinks there is also something in the construction 
4} the surface tissues of the conjunctiva and cornea, which is 
hostile to bacilli infection. Another means of defense is the 
plagocytie destruction of the bacilli and he concludes that the 
organ may be considered naturally immune to tubercle, thus 
resembling the pharynx, thyroid body, pancreas and ovary. 
[In striking contrast with this immunity is the relative liabil- 
ity of the eye to be attacked by syphilis, the virus of which 
<coms to cireulate throughout the entire system, probably find- 
ing in all non-syphilitie individuals a suitable nidus for its 
development. 

Muscular Hypotonia in Epileptics. Grorce Renniz.— 
Thee eases of epileptics are reported in whom there was a 
noticeable flaceidity of the muscles as one of the symptoms. 
The subieects were those in whom the disease had existed a long 
time, with very frequent fits and no long intervals of freedom. 
There were also in all three marked mental deterioration, and 
they were all young. He concludes that in this class of epilep- 
tics there may be a more or less permanent interparoxysmal 
mu.cular hypotonia due to a state of exhaustion of the cortical 
motor cells. 

Anthropological Work in Asylums with a Practical 
Scheme for Conducting the Same in Adults. Epwin 
GooLALi.—The degenerative stigmata in the insane have lately 
been noticed by various writers, especially Schmidt, Meyer, and 
Peterson, and Goodall here offers a scheme of anthropologic 
work in asylums. The chief objects of such a research in his 
opinion are: 1, To show whether these stigmata are more com- 
mon and more numerous in the insane—apart from cases of 
obvious congenital defect—than in the sane. 2. To make a 
div’sion into grave and slight stigmata by ascertaining which 
are commoner in the more depraved types of insanity, and 
Which in the more hopeful. 3. To ascertain whether there is 
such a frequent recurrence of particular stigmata in particu- 
lar forms of mental disorder as to justify a correlation. 4. 
To ascertain the relationships between the number and nature 
of the signs and the degree of inheritance of neurotic disorder ; 
where such inheritance is denied, or where the history is 
difficult to ascertain, a study of the physical condition may 
be expected to give useful information as to inheritance. 5. 
To obtain a guide in prognosis in persons where history raises 
the apprehension of mental disorder and in those who have 
become insane; where the insanity has supervened in an indi- 
vidual said by his relatives to have been previously nor- 
mal, and some accidental cause for the disorder is assigned, 
the discovery of physical stigmata may materially alter the 
prognosis. The normal measurements should be made from 
the sane population of the district supplying the patients to 
the asylum, which, though difficult in places where there is 
a large and changing population, would be comparatively easy 
in others. 

Journal of Laryngology, Rhinology and Otology (London), July. 

Hysterical Aphonia and Ventricular-band Speech. 
MipbLeMAss Hunr.—The ease here reported is that of a Jew- 
css, aged 27, who, from a nervous shock experienced in attend- 
ing an Irish wake, completely lost her voice and did not regain 
it up to the date of being seen, excepting on one occasion when 
under the influence of ether, and then it was only retained 
lor two hours. Laryngoscopie examination showed the ven- 
tricular bands brought close together on attempted phonation, 
nee. the ligamentous glottis almost entirely, but it could 
ve observed that the vocal cords were wide apart. All efforts 
‘o restore her voice failed, but a gradual improvement took 
place within the last two or three years until she came to 
talk in a deep, rough but fairly powerful voice. The laryn- 
soscople picture remained unchanged. On phonation the ven- 
tricular bands were seen to come tightly together and vibrate, 
while the glottis, so far as it could be seen, remained open. 
The voice was evidently due to ventricular band vibration. 
No change occurred, and hope of restoration was abandoned 
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until one day last September sie returned with perfect voice, 
it having been restored to her by a nervous shock on seeing 
a man thrown down stairs into the street and so severely 
injured that he died shortly afterward. Laryngoscopic exami- 
nation showed the vocal cords closing normally, but. still 
considerable hypertrophy of the ventricular bands. Hunt asks. 
in what proportion of cases do we find closure of the ventricu- 
lar bands on attempted phonation in hysterie loss of voice? 
He can recall only one other case, and did not find it deseribed 
in the text-books, though Treupel says it is not uncommon, 
and regards it as a transition form of neurosis between 
splastie and paralytic aphonia. Hunt asks, is this view cor- 
rect, and is not the approximation of the ventricular bands. 
in hysterie aphonia rather an effort of nature to make them 
take the place of the paralyzed cords, as we see in cases where 
these latter have been destroyed by disease? 
Bulletin de |’ Academie de Medecine (Paris), July 4. 

Malarial Aortitis. Lancrreaux—In this communicatiom 
21 cases of a special variety of aortitis, occurring in patches, 
are added to 16 previously reported. Some were accompanied. 
by an aneurysm, angina pectoris, dyspnea or dysphagia, and 
terminated by rupture of the vessel or suffocation, or more 
slowly from cardiac insufliciency, unless the lesion was ar- 
rested and cured. Lancereaux ascribes the aortitis to malarial 
infection, and insists on the importance of watching over a 
malarial subject, as the first acute stage, more or less inter- 
mittent and transient, is followed by a phase of sclerous and 
persistent lesions, frequently mistaken for syphilitic. Hydro- 
therapeusis is beneficial, also potassium iodid if the lesions. 
are not too far advanced. He reiterates that he has found 
gelatinized artificial serum extremely successful in obliterat- 
ing the aneurysmal sac, injecting 250 c. ¢. of a 2 per cent. 
solution into the buttocks every fifth to eighth day, contirmed 
by the experience of the Bucharest professors among others. 
| A. Fraenkel has also recently reported another severe case 
cured.—Ep.| The ascending portion of the aorta is usually the 
site of the lesion, which in some respects anatomically  re- 
sembles the invasion of the frontal nerves in syphilitic perios- 
titis of the skull. 

Report of Delegates to Tuberculosis Congress.—The 
fact was especially emphasized that a condition indispensable 
to the success of sanatoria for the poor is the support of the 
family while the breadwinner is in the sanatorium; also that 
no patients should be admitted to the suburban sanatoria 
except those in the pretuberculous stage, before the appearance 
of bacilli in the sputa. Those with “open lesions” should be 
received and relieved as far as possible in the hospitals. ‘As 
many sanatoria for the people as are opened, just so many 
hospitals will be closed in the near future.” “The rich, by 
founding and endowing sanatoria will protect themselves, 
their children and future generations against the white 
scourge, as the number of cases progressively diminishes.” 

Revue de Chirurgie (Paris), July 10. 

Creation of Cleido-Humeral Nearthrosis. OLLier— 
The entire scapula and the upper end of the humerus had 
been removed, on account of a gunshot wound received at 
the siege of Metz, leaving the arm hanging loose with a deep 
depression instead of a shoulder. Ollier attached the humerus 
to the clavicle by a couple of silver wires, raising and shorten- 
ing the arm 6 em., but restoring almost complete function. 
A supple but very resistant fibrous tissue has developed, form- 
ing a peripheral capsule and ensuring the solidity of the 
nearthrosis. Radiographs show that the support does not 
now depend on the wires, which might possibly be removed. The 
subject can lift a weight of 57 kilograms with this arm, and 
the outline of the shoulder is normal. This case has been 
reported before (JOURNAL, xxxi, p. 429), but the extremely 
favorable functional results secured induced Ollier to de- 
scribe it in detail, and insist on the principles of the disinser- 
tion of the muscles accidentally displaced or abnormally at- 
tached, and their reinsertion on the bone which they can then 
move normally. “As long as the muscles are not entirely 
atrophied, as long as normal conditions of the nerve per- 
sist, it is possible by restoring normal relations to hope for 
a successful reestablishment of part of their functions. A 
pseudoarthrosis swit-ging loosely can thus be replaced by an 
actual artic: ‘2tiun, endowed with active movement, and ade- 
quate resistance, if intervention occurs before the muscles 
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have become degenerated, and it is still possible to find the 


99 


elements for a new capsule in the peripheral fibrous tissues. 

Post-Anesthetic Paralysis. Matty—‘Hysteric and reflex 
paralysis occurring after an operation do not seem to have 
any connection with the anesthesia. Central paralysis from 
cerebral hemorrhage is a rare accident, evidently due to a 
vascular rupture mechanically produced by the anesthetic, 
but peripheral paralysis is a comparatively frequent compli- 
eation, always caused by compression, and the anesthesia is 
only indirectly responsible, as it favors the involuntary and 
accidental compression of the nerve trunks of the roots of 
the brachial plexus. It is impossible to establish any toxic 
or depressing action of the anesthetic on the nervous system. 
Treatment of post-anesthetie paralysis should be preventive, 
avoiding foreed elevation of the arms, and watching to see 
that the edge of the table or a ligature does not cut into the 
members or tissues. Local faradization, as soon as possible, 
is indicated in paralysis from compression, and passive move- 
ments of the articulation to prevent stiffness. If the electric 
tests disclose degenerative atrophy or severe reflex paralysis, 
loealized electric treatment is counterindicated. In the latter 
case the reflex medullary irritability should be soothed with 
static electricity, and possibly revulsion on the spine with 
spark friction.” 

Wounds of Pericardium and Heart. KE. Lotson—This 
tabulated description of fifty-four cases, concluded from the 
numbers for January, February and June, .aims to establish 
that the prognosis is not necessarily unfavorable, that many 
eases have been successfully operated on, and that intervention 
might have been far more active than it was, as in many 
instances the results or autopsy findings demonstrated that 
surgical treatment would have been possible and would have 
had every chance of success. The symptomatology is no more 
uncertain than in cases of wounds of the peritoneum or of 
certain abdominal viscera, and the diagnosis is no more diffi- 
cult or delicate. 

New Method for Resection of Gasserian Ganglion. 90. 
Jacop—Experiments on the cadaver have convinced Jacob 
that the simplest and easiest route to reach the Gasserian 
ganglion is by following up the superior maxillary nerve to 
the foramen rotundum. The external surface of the base of 
the pterygoid apophysis serves to locate the foramen, as it 
separates the round from the oval opening. This method in- 
cludes resection of a part of the external wall of the orbit to 
expose the superior maxillary, which opens a large field for 
the operator, and much shortens the route. The steps of 
the operation are first to find the superior maxillary and to 
follow it to the base of the skull; then trephine the skull 
and seek the ganglion, isolate and extirpate it, and replace 
the osteoplastic flap. The incision is circular, commencing a 
finger in front of and above the tragus, fitting around the 
orbit, and continuing the circle around to a point in front of 
the upper portion of the ear. 

Semaine [ledicale (Paris), July 13. 

Biliary Lithiasis, Suppurative Cholecystitis and Per- 
sistent Infection of the Biliary Passages. RrnpU—aA case 
that had been under observation for a long time, and twice 
been operated on, still gave evidence of latent, persisting in- 
fection, and Rendu sketches the treatment appropriate in such 
cases: 1. Evacuate the bile with light mineral purgatives, 
such as sodium sulphate. Calomel is also effective, and glye- 
erin. Follow with mineral waters, Evian, Vittel, rather than 
Vichy, which does not produce a sufficiently laxative effect 
in this late stage. The secretion and fluidity of the bile are 
increased by administering 2 to 3 grains of sodium salicy- 
late a day, or 25 to 30 centigrams of salol. The meals should 
be far apart, reguiar and not too abundant, with a little starch, 
meat, fat or substances rich in cholesterin, such as brains and 
the yolk of eggs. Green vegetables and fruits are the principal 
reliance, avoiding effervescent and alcoholic drinks. Plenty 
of exercise, out-of-door life, and cutaneous stimulants, baths 
and frictions, are also to be recommended. 


Journal d’ Hygiene (Paris), July 13. 

High Frequency Currents in Therapeutics of Arthri- 
tism. (i. AposroLi—An experience with 913 patients during 
the last five years, treated with d’Arsonval’s application of 
the high frequeney currents, confirms their efficacy as a thera- 
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peutic measure which acts on the cell itself, and powerfully 
modifies the general nutrition, promoting and regulating it. 
The clinical results are almost constantly progressive restora- 
tion of the general health, as strength, appetite, sleep, diges. 
tion, cheerfulness and capacity for work return. Tests of 
the urine of 469 patients showed increased activity in the 
organic combustions, improved diuresis and easier elimina- 
tion of the excreta, while the proportion of urie acid tends 
to return to normal. The high frequency current is a power- 
ful weapon against arthritic neuralgia, neurasthenia, dyspep- 
sia, eczema, vascular congestions, and all other manifesta- 
tions of arthritism, by the preventive and curative effect of 
general applications, combined with local for hemorrhoids. 
It is counterindicated in acute rheumatism, but may be bene- 
ficial in the subacute stage, and is almost invariably effective 
in the chronic forms, as also in gout, although it may induce 
a fresh outbreak in certain cases when first commenced. The 
static current, or the other hand, is most effective in hysteria. 
Centralblatt f. Chirurgie (Leipsic), July 15. 

New Operative Treatment of Varicose Ulcerations of 
Legs. N. Barpescu—The latest views of the phlebo-neuro- 
trophic origin of varicose ulcerations indicate that besides 
the alterations of the vessels, the lesions of the nerves require 
treatment, and Chipault has confirmed the writer’s experience 
that stretching the nerve is an important factor in the cure. 
Two observations are related, both severe chronic cases that 
had resisted all treatment for four to eight years, one with 
gangrenous detritus. Both were completely cured in about a 
month, by resecting the vena saphena magna with cocain or 
eucain anesthcsie, and ten days later stretching the nervus 
peroneus communis behind the head of the fibula, under chlo- 
roform, separating its fibers with the point of the bistoury te 
destroy the varicose vessels of the nerve as much as possible. 
In future operations he intends to complete the intervention 
at one sitting. 

Triple Bladder. A. Strauss—This is an observation of a 
man of 29, complaining of intolerable desires to urinate, and 
incessant incontinence, and operated on, with the result of the 
discovery of two supernumerary bladders in front of the main 
bladder deboucbing in the prostatic region, and of the typical 
bladder shape, about one-fourth normal size, but without con- 
nection with the ureters. 


Deutsche [ledicinische Wochenschrift (Berlin), July 13. 

Fatal Acute Nephritis in Consequence of Intoxication 
with Wood-Sorrel. H. Eicunorst—Notwithstanding the 
prevalence of the custom of nibbling wood sorrel, and using 
it for salads, as is done in Germany, intoxication from the 
oxalic acid has never been noted with absolute certainty, 
although a veterinarian has reported a horse succumbing to 
it with inflammation of the stomach and convulsions. In the 
case described in this communication a boy of 12, after eating 
a large quantity of sorrel as he played in the fields, became 
affected with vicient colic and diarrhea. The next day the 
right kidney region was sensitive to pressure, with 12 per 
thousand albumin in the urine; no fever; the fifth day uncon- 
sciousness, clonic contractions of the right arm and eyeballs 
twitching from right to left, pulse 84 to 92; no previous scar- 
let fever; received at clinic on seventh day; no oxalate crys- 
tals detected in urine; respiration ceased the eighth day, but 
the heart continued to beat for three-quarters of an hour 
longer. 

Glycosuria in Intoxication from Atropin. F. RAPHAEL— 
An accidental intoxication with atropin induced spontaneous 
glycosuria: 1.8 gram dextrose in the urine the first morning 
and afternoon—patient a merchant 28 years old—and tests 
with grape-sugar ingested, showed that 13.2 per cent. was 
eliminated, indicating not merely a glycosuria e saccharo, but 
also an ex amylo. Experiments with rabbits also proved that 
the ingestion of an appropriate amount of atropin produced 
glycosuria four out of five times. 

Mitteilungen a. d. Hamburg. St h I stalten, ii, 

Dementia Paralytica pyri in Boy of 12 as Tele 
Manifestation of Hereditary Syphilis. Nonne—The etiol- 
ogy of the case reported is “pure,” no alcoholism nor trauma, 
in which respect it is unique, also in the rapid course of the 
progressive simple dementia, free from the phases of depression 
and excitement common in adults. 
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Infection by Diplococcus Lanceolatus. J. Wirtinc— 
Nope cases are studied and the paths of the infection traced to 


+). blood and lymph routes, the focus determined by some pre- 
o\iciine trauma or thrombus, and the entering point assumed 
+, be some lesion too insignificant to have been noted, in the 
-a-es called primary. In one ease, a girl of 8, prompt recovery 
followed the evacuation of an enormous suppurative cavity 


occupying both sinall and large pelves. In two cases of croup- 
ous pneumonia in men of 44 and 53, the knee was affected, 
and a third ease, a child, died from pyemia produced by 
mixed infection with the staphylococcus aureus, which was 


found pure in an abscess in the hip. A fourth case of croupous 
pneumonia in a man of 29, three days after a fall down a few 
steps. was followed by suppurations in three joints, finger, 
toe and knee, in which the diplococeus was found pure at 


the autopsy. This ease is an exception to the general expe- 
rience that localized infection with the diplococcus alone is 
usually a benign affection. When combined with pyogenic 
microbes the diplococcus is usually soon destroyed, leaving 
the entire field to its partner. An interesting case is a work- 
man of 60, under treatment for a fractured rib and slight 
emphysema of the lung, who developed an abscess in the epi- 
didymis in which the diplococcus was found pure with evi- 
dences of an old thrombus formation in the vessels. Complete 
recovery followed evacuation. 

External Anthrax on Man. Justi—Sixteen cases are 
described, with five deaths, in which the results of conservative 
and operative treatment are compared, very much to the dis- 
advantage of the latter, emphatically confirming C. Mueller’s 
statement that the only effective treatment of anthrax pustule, 
especially on the neck, is to leave it entirely alone, and merely 
protect it from secondary infection. The patient must remain 
in bed, with exceptionally strengthening diet, and the extrem- 
ities, raised in certain cases. 

Wiener Klinische Wochenschrift, July 6 and 13. 

Third Case of Tetanus Traumaticus Cured by Injections 
of Emulsified Brain Substance. A. KrokiEwicz—Forty 
grams of rabbit’s brain substance were injected in all, emulsi- 
fied in a 0.6 per cent. aqueous salt solution, in the region of 
the pectoralis major, in the course of three days, the patient, 
a man of 35 years of age, in violent tetanus. The effect was 
remarkable from the first, and complete recovery soon fol- 
lowed, as in the two other cases reported. All medication had 
proved ineffectual, and was suspended after the injections 
were commenced, the ninth day of the disease. 

Noma Faciei. F. Passini—An extensive case of noma is 
described in which the Loeffler bacillus was found and 
extremely virulent, evidently an important factor in the 
etiology. 

Case of Morbus Addisonii with Preceding Purpura 
Hemorrhagica. F. Vorisracut— This careful study of a 
case at Neusser’s clinic, the metabolism also investigated, 
presents a peculiar clinical picture: patient first appeared 
with purpura hemorrhagica which had commenced with cramps 
in the abdomen, then pain in the region of the right kidney, 
albuminuria and transient hematuria; recovery; no relapses. 
She returned eleven months later with classic morbus Addi- 
sonil, improved with suprarenal extract for six weeks, then 
niusea, Vomiting, lethargy, and in five days fever, convulsions 
wnd delirium, with death the seventh day, evidently caused by 
irritation of the brain from cerebral hyperemia with consecu- 
tive edema of the brain. Both suprarenals were almost 
-ompletely destroyed, and this destructive process must have 
vxisted before there were any clinical indications of morbus 
Addisonii—merely the purpura. 


Societies. 


French Congress of Urology.—The fourth annual meeting: 


ot the French Association of Urology will be held at Paris, 
October 29 to 31. Secretary, M. E. Desnos, 31 rue de Rome. 
“Essential Hematuria” is the subject announced for discus- 
“10n. 

| Crawford County Medical Society.—At the recent meet- 
ing of this society, held in Robinson, IIL, the following officers 
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were elected: President, C. E. Price; vice-president, TH. F. 


Jones; secretary, John Weir; treasurer, C. Barlow. The next 


meeting will be September 14. 


Wabasha County Medical Association.—At the annual 
meeting of this Association, held in Wabasha, Minn., July 13, 
the following officers were elected: President, E. H. Bayley; 
vice-president, J. A. Slocumb; secretary and treasurer, W. F. 
Wilson. The next meeting was appointed at Lake City, July 
19, 1900. 

Proposed Leprosy Congress.—The program of the leprosy 
congress which Dr. Albert S. Ashmead of New York and Dr. 
J. Goldschmidt of Paris are organizing, to meet in Paris in 
1900, announces the subjects for discussion as follows: 1. 
How to deal with leprosy. 2. How to protect hitherto non- 
infected Continental nations in their contact with infected na- 
tions. 3. How to avoid importation by sea. 4. Formation of 
an international committee to carry out the measures of the 
Congress. 


Chicago Academy of Medicine. 
Regular Meeting, June 23, 1899. 
ANTENATAL ASPECTS OF CHILDHOOD IN THEIR RELATION TO 
ADULT DISEASE AND DEFECT. 

Dr. C. S. Bacon—The antenatal factors which influence in- 
trautine life may be divided into two classes: 1, the distinct- 
ly hereditary, which may also be called the terminal or concep- 
tional, and 2, the postconceptional, or intrauterine, also often 
called the placental. The germinal factors include the ovular 
or maternal and the spermatic or paternal. The intrauterine 
factors are the nutritional and the protective, including in the 
latter mechanical protection and temperature regulation. Both 
classes of factors may be normal, causing a healthy develop- 
ment of the individual, or they may be pathologic. The normal 
factors determine the form of the individual, morphogenetic, 
the structure, histogenetic, and also the character formation. 
In the pathogenetic factors we especially consider those which 
cause malformations, due either to defects or excesses of 
growth, and also infections and intoxications. 

The form, structure and character of the individual are de- 
pendent on hereditary factors, including both the ovum and 
sperm cell. I shall not discuss the laws which determine their 
influence, which are, to say the least, very indefinitely known. 
However interesting the hypotheses are that have been ad- 
vanced by Weismann and others, we all admit that heredity 
is the most important element. In other words, the germs 
contain the fundaments or anlagen for the form, structure 
and character of the individual. We can not note in detail 
the variations of structure at this time, but we know that 
these variations of structure and of character are more depend- 
ent on the foundation in the original cells than on any other 
cause. However, the intrauterine factors should not be entirely 
neglected. The nutritional factors are important in determin- 
ing, for example, the size of the child. The absence of food, 
and particularly a deficiency in the proper elements of food, 
have considerable todo with the intrauterine development of the 
child, and very likely have some influence on its character. 
Then we must consider the imperfect protection of the child. 
There are many things which aid in determining the produc- 
tion of malformations. We have a very good illustration in 
those rare cases of extrauterine tuba) pregnancy where the 
child goes on to term and on account of the impossibility of 
proper development of the child and lack of room and pressure, 
considerable deformity results. We have an excellent example 
of the effects of pressure in determining the form of the child 
in the results of the experiments that have been made by cer- 
tain investigators. Thus by certain experiments on animals a 
remarkable variation was shown in form when the egg was 
subjected to pressure. The insufficiency in the liquor amnii 
is an important element in certain malformations of the child, 
and the character may also be influenced through variations in 
its nutrition. Whether the child can be influenced either in 
its form or character by means of any mental impressions of 
the mother is so extremely improbable that it is hardly neces- 
sary to call attention to it. The popular belief in the effect of 
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maternal impressions is simply due to the fact that formerly 
this belief was held by the profession. Many of the cases 
cited as illustrations are hardly worthy of consideration be- 
cause they have not been reported with any degree of scientifie 
accuracy. 

Having spoken of the form and character of the individual 
as determined by both the germinal and intrauterine factors, 
I will now speak of the pathogenic factors, and chiefly of the 
infections and intoxications. That there is such a thing as 
germinal infection, that is, an infection taking place in the 
ovule or sperm cells, is, I think, quite well established. The 
experiments that have been made by Baumgarten and others, 
for example, in infecting hens’ eggs with tubercle bacilli, show 
that not only infection can take place, but the very interesting 
fact that the germs can remain latent for a long period of 
time, and explain the seemingly strange fact that an egg can 
be infected and not lead to abortion. That is to say, the 
tubercular germs can remain in a latent condition in the 
growing egg, and perhaps a long time after the fetal stage. 
These infections have been, so far as I know, brought about 
experimentally on the ovule alone. The possibility of infection 
of the sperm cells must rest on clinical evidence, although my 
knowledge of the literature on this point is not very extensive. 
Clinical evidence as it pertains to syphilis seems so convincing 
that we must admit that the sperm cells can carry the 
syphilitic infection to the egg without causing any infection 
of the mother. 

As to infection during intrauterine pregnancy, our present 
state of investigation shows that it is not as common as was 
formerly thought. It was formerly a common idea that infee- 
tion through the placenta was an extremely frequent occur- 
rence. According to more exact observation in later times, 
germinal infection plays a much more important part than 
was formerly believed and placental infection is much less 
common. That there is such a thing as placental infection, 
for exvmple, in the case of smallpox or of syphilis, is un- 
doubtedly true. I shall not go over the large amount of work 
that has been done quite recently on this subject, but it seems 
to me the conclusions of Duering represent the best knowledge 
of the present time, viz.: 1. That in case of a healthy placenta 
infection does not occur. The healthy placenta is a perfect 
filter to keep the germ from the fetus. 2. Microbes may cause, 
in the placenta, hemorrhages, emboli, various destructive pro- 
cesses which destroy its filtering power, so that infection may 
oceur later. 

One other extremely interesting question is that of im- 
munity or immunization, and the general question of intoxi- 
cation or immunization of the child in utero. I am not speak- 
ing here of hereditary immunization or that due to germinal 
factors. It is necessary to premise that by immunity I allude 
particularly to what Ehrlich calls passive immunity. Ehrlich 
distinguishes between active and passive immunity, one being 
a condition in which the tissues are insusceptible to the germs; 
it is more or less a permanent condition. On the contrary, 
passive immunity means a condition in which there is present 
antitoxin or some substance which enables the system to with- 
stand the action of the germs, but it is more or less temporary. 
That there may be placental immunization, as well as a 
placental intoxication, seems fully established. The placenta, 
as has been known ever since the investigations of Gusserow, 
and even before him, permits the passage of various substances 
in solution into the fetus, and these antitoxins or immunizing 
bodies are probably solid substances which pass through the 
placenta. 

CHILDHOOD IN RELATION TO ADULT DISEASE AND DEFECT, 
which was considered from various standpoints, was the 
subject for discussion. 

NUTRITIONAL ASPECTS. 


Or. FrRankK X. WALLS spoke on this topic. He said: In 
considering the nutritional aspects I shall confine my re- 
marks largely to that part of nutrition which comes under the 
head of food assimilation. This is a phase of child study 
which deserves most serious consideration, because not infre- 
quently probiems of great importance come up that are very 
difficult for us to interpret. During the first years of life the 
child is in a plastic, impressionable state, and so far as we 
can do, we ought to guard the child against any external im- 
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pressions which may mar it, as these impressions, when ). 
peated, tend to become more or less permanent and may war) 
the physical and intellectual growth of the child. ©; 4|| 
factors that make up the environment of the child, food is ¢\\o 
most important, and the question of food is one which we «s 
physicians can ‘nfluence more than any other factor in op- 
vironment. 

During pregnancy it is our duty to see to it in the interests 
of both mother and child that the mother is properly fed. 
Dr. Kiernan has reminded me that a few years ago a certain 
fruit diet was recommended for mothers during pregnancy, 
which might render their labors easy, that is, decrease the 
pain. He tells me that the evidence as to ease of labor was 
conflicting, but the testimony as to the condition of the child 
was not. The children were nearly always weak, pale, anemic, 
and soon subjects of arthrepsia. When a child is born it is 
very fortunate if it can obtain its nourishment from its 
mother. 

We shall not consider the rules or instructions that should 
be given to the mother during nursing, but pass over them 
because of lack of time and consider briefly the condition of 
artificial feeding which presents problems of greater impor- 
tance. Formerly physicians did not consider the subject of 
a suitable diet for infants as much as they should, but more 
recently in this country, through the efforts and scientific 
study of Jacobi, Holt, Rotch and others, we are becoming 
more active in this phase of child study. The child, we should 
remember, must receive an amount of food sufficient in qual- 
ity and quantity not only to nourish it and to take the place 
of waste matter, but a surplus must be assimilated, so that it 
may have something on which to grow. We are all familiar 
with instances of immature children who perhaps with great 
eare have been fostered and nurtured to the degree of con- 
siderable strength; and on the other hand, with children who 
have been born strong and robust, but who, under adverse 
conditions, soon became stunted and dwarfed in both mind 
and body. 

Cheadle, in his excellent book on infant feeding, has sum- 
marized the conditions that the food for infants should con- 
form to: 1. The food must contain the different elements 
in the proportions as they are present in human milk. 2. 
It must contain an antiscorbutic element. 3. The quantity 
of food in twenty-four hours must equal about one to three 
pints of human milk. 4. It must not be entirely vegetable; 
it must be made up in great proportion of animal material. 
5. It must, in form, be suited to the physiologic conditions 
of digestion in infancy, and lastly, it must be free from all 
taint of decomposition. 

Fresh cow’s milk adapts itself to these requirements. Cow's 
milk we are to look on as a food for infants, not as a simple 
food, but as a complex food, that is made up of proteids, 
carbohydrates, fats, mineral matter and water in varying 
proportions. In administering such food to a child we should 
modify it according to the requirements of Cheadle, so that 
it will conform to the digestive functions of the child. In 
order to do this we must familiarize ourselves with the syip- 
toms of excess or deficiency in each and every one of these in- 
gredients of cow's milk. Having mastered this, we then can 
intelligently prescribe a milk for the child. 

The diseases that may result from faulty food may be prr- 
hars classified under three general heads: 1. We may have 
those diseases brought about by the direct irritation of the 
gastro-intestinal tract—the dyspepsias, gastro-enteritis, entero 
colitis, ete. 2. We may have a group of diseases which «are 
dependent on the absorption of toxic materials either intr 
duced with milk or produced by the fermentation of mi!) 
in the gastro-intestinal tract. Lastly, we have the distur 
bances of nutrition which are brought about sometimes | 
an insufficient quantity of food, but more often perhap= 
by a want of some one ingredient of food rather than a lich 
in the total quantity of the food taken, a deficiency in t!« 
fats, proteids, or antiscorbutie elements, or whatever it ma) 
be. These diseases are classed under the head of anemia, 
atrephies, rickets, scurvy, ete. 

This subject of food or nutrition in childhood, particularly 
in infancy, is one of the most important subjects that could 
be presented to us as physicians, and one that requires col: 
siderable study, much observation and experience, as well as 
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/ in its administration, and I think in proportion as we 
..,-ier this subject and carry the principles out in private 
practice, in like manner will we find the children improve 
ayder our eare, and become strong and hearty—mens sana in 
eornore sano. 

De. WinnrAM L. Baum—The child, as Havelock Ellis has 
<jown, prophesies a promise of advance rarely realized in 
maturity by either sex. Arrested development of this promise 
of (he child type will result in masculinism and femininism. In 
the first, female organs and functions occur, but with greater 
oy Jess male predominance. In femininism the reverse obtains. 
Femininism, with which alone I propose to deal, may be 
evident in gynecomastia, or in ecryptorchidism, or sloping 
shoulders. The nervous system may be so distorted that at 
puberty the sexual instincts may be female in type. These 
may be expressed more in extreme modesty in type. These 
intense liking for female rather than male pations. Often 
the sex side is quiescent until awakened at puberty. Sexual 
education at this time, rather than any inborn tendency, 
may give the sex direction. Male pseudohermaphrodites— 
brought up as females—often display unusually womanly 
qualities, are married, live happily, and die ere their real sex 
is discovered. While, as just pointed out, the mental state 
of the pseudohermaphrodite may be that of the sex to which 
it is assigned, still to this there are more exceptions than 
adherence. Neugebauer (Contralblt. —f. Gyn., May 6, 1899). 
among 653 cases found 50 marriages between members of the 
same sex, 46 marriages between two men, and 3 between 2 
women. This occurs more frequently among males, because 
the pseudohermaphrodites are much more frequent than the 
female. In the statistics collected there were 437 males, 125 
females, and 1] individuals whose sex could not be determined. 
The results of these marriages were invariably unfortunate, 
leading to divorce, suicides, unhappy family relations, and 
even murder. Neugebauer is of the opinion that these occur- 
rences are more frequent than statistics show, but are kept 
quiet for fear of unpleasant publicity. It is not an uncommon 
occurrence for marriages to be interrupted at the last moment 
because of the discovery of the hom-sexuality of the engaged 
couple. He impresses on the physician the necessity of careful 
study of pusedohermaphroditism, since a single word from 
him can avert these unhappy avents. A careful examination 
in a majority of eases will reveal a hypospadiasis peniscrota- 
tis with a rudimentary vagina. 

Neugebauer, however, ignores the sexopsychie training, 
which is as important as the malformation. Sensual experi- 
ments by tribadic relations with females might develop the 
male mental state in seemingly feminine male pseudoherma- 
phrodites. As these would be likely to occur during puberty 
(15 to 25), the mind would then be peculiarly plastic to their 
influence. The sexual appetite has its origin in all probabil- 
ity in a desire for satisfying protoplasmic hunger. Its differ- 
entiation is late, hence the production of abnormalities in it 
result from training as much as in an inborn tendency. The 
influence of the sex perversions, inclusive of perversions proper, 
inversions and perversities on sociology, is much greater than 
would be assumed from the prurient prudery with which the 
subject is discussed. As has been already shown and is well 
remarked by Havelock Ellis (Psychology of Sex), there are 
two phases of current thought anent sexual inversion. One 
vttempts to enlarge the field of the acquired—represented by 
inet, who, however, recognizes predisposition; Shrenk, Not- 
zinz and others. The other seeks to enlarge the sphere of the 
congenital—represented by Krafft-Ebing, Moll and others— 
and it usually happens that there is truth in both these views, 
albeit those who represent the acquired frequency deny any 
congenital element, and ascribe everything to early association 
or suggestion, The logical way of regarding sexual appetite 
‘s as an inborn impulse developing about the time of puberty. 
At this period suggestion and association, as already stated, 
may come to play a part in defining the object of the emotion. 
3 here is great indetiniteness in the aim of the sexual impulse 
\t this time; frequently signs of sexual emotion directed to- 
ward the same sex occur, but the normal passion has usually 
vague and undifferentiated sexual character at puberty. The 
ao of sexual emotion is not thereby turned into an utterly 
‘abnormal path. The seed of suggestion is sown in various 
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soils. In the many it dies out, in the few it flourishes. The 
cause can only be a difference in the soil. 

Meynert and Nache deny congenital or even sexual instinct 
at all. They deny instinct for food. 

Kiernan suggested, in 1884-88, that sexual inversion was 
puberty—a variation perhaps due to imperfect sexual differ- 
entiation or reversion of type. Masturbation may be a cause 
of this training, the masturbation resulting from purely phy- 
sical and often unconscious causes. Stone or uric crystals in 
the bladder often cause an irritation at the head of the penis; 
pulling at this to relieve pain leads to the habit. Too tight 
prepuces with resultant retained secretion have the same ef- 
feet; so as do ascarides and scybala in the rectum. In dealing 
with masturbation the physicai aspects should be first sought 
for. the others later. The type of volustuous tendency is often 
directed by the circumstances of the first intense voluptuous- 
ness. These often cause anomalies in voluptuous imagery, as 
regards sex. School strain is a factor in this direction, which 
should receive more attention than it does. As Talbot (Degen- 
eracy: Its Signs, Causes and Effects) remarks, noticea- 
ble effects of the nutritive disturbances produced by 
schvol strain are local irritations about the sexual 
orgens. Neurotic persons are liable to nerve storms 
whieh express themselves in emotional displays or rest- 
essness, or nagging tendencies. These often coincide 
with the urie acid tendency to express itself in “storms” 
like other periodic phenomena of the nervous system. In 
consequence “sexual storms” result in neuropaths, whether the 
neuropathy be inherited or acquired. Local genital organ ir- 
ritation leads to scratching. From this are produced “mas- 
turbation” storms, which the subject loathes, but can not 
control. These occur, as already stated, from the direct effects 
of constipation, and from the worms and other parasites which 
constipation fosters in the bowel. Teachers, by compelling 
children to retain urine through fear of masturbation, often 
lead to what they intend to prevent. At the outset masturba- 
tion and sexual explosions are often a mere physical expres- 
sion of school strain, destitute of moral significance. They are 
removable by removing the school strain and its consequences. 
If strengthened by protracted existence they intensify degen- 
eracy due to school strain. 

One important element of possible danger is already pointed 
out—training in the sexual sphere. To avoid and at the same 
time to enlighten is the problem presented. In dealing 
with this position, the great requirement—balance, not re- 
pression—must be kept in mind. Masturbation is very fre- 
quently an expression not of mental or moral deficiency, but, 
as already stated, of purely local—tirst in many cases—phys- 
ical conditions. It can not be too strongly reiterated that 
irritation—from the presence of worms in the rectum or 
vagina, an intensely acid urine or constipation—to male fore- 
skir. or female clitoris produces local itching, the attempt to 
relieve which leads to masturbation. Granting ali that has 
beer sai? about the deteriorating effects of masturbation, es- 
pecially in degenerates, the source should first be sought here. 
Attention to these physical states will often prevent the de- 
velopment of this practice, and its resultant moral deteriora- 
tion 

In dealing with the sexual appetite, it should be remembered 
that encouragement of healthy modesty is a duty in both 
sexes, and pre-eminently so in the male. Much of what is 
called ‘sexual purity” is but too often an expression of sexual 
perversity. While great stress has been laid on the evil 
effects of association between boys, too little stress has been 
laid on the danger of training of boys by women. The sexual 
history of boys demonstrates that their initiation into sexual 
life was often first at the instance of women older than them- 
selves, frequently servants, but not rarely sexual “purists” or 
persons whose ostentatious religiosity covered a sexual per- 
versity. In the healthy association of the sexes there is very 
little danger, but in such morbid association there is much; 
the more that the morbid generally conceals itself under re- 
ligiosity and the allied phases of sexual perversion. Great 
stress has been laid on the dangers of coeducation, but the evi- 
dence is growing that education limited to one sex is the source 
of greater dangers to both boy and girl. It is a matter of 
common observation among genito-urinary specialists, alien- 
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ists and gynecologists that much of the alleged “purity” so 
ostentatiously displayed by female graduates of colleges 
limited to one sex is the offspring of sexual perversion, which, 
whether congenital or not, has been fostered by the environ- 
ment of one sex without the modifying healthy influence of the 
other. 


Chicago Society of Internal Medicine. 
Meeting held June 29,1899. 
FOREIGN BODY IN A BRONCHUS—OPERATION AND RESULT. 

D. JoserpH M. Patron—I must beg indulgence for pre- 
senting a clinical case which I think is interesting and worthy 
of study. This young man, in September, 1897, was employed in 
and about a restaurant in New Yorkcity. While engaged there in 
helping the culinary department, he was one day eating a plate 
of soup, and on being called suddenly to some duty he took a 
mouthful of this soup hurriedly and thought he noticed a piece 
of bone in the soup. He swallowed it hurriedly and was imme- 
diately seized with a violent attack of coughing and dyspnea, 
during which he expectorated a little blood. He soon recovered 
and went on with his work, continuing his duties about the 
place for several days, but more or less troubled all the time 
with coughing. He says that in performing his duties, if he 
stooped over to pick up anything, he would notice that the posi- 
tion he assumed would “shut off his wind,” as he expressed it, 
and he would have a severe attack of coughing. He denies, 
however, that at that time or subsequently he was troubled 
sufficiently with coughing or with dyspnea to incapacitate him 
from work. He also denies that he had any illness which con- 


- fined him to bed at any time after the occurrence of the acci- 


dent. Some time in June, 1898, he appeared at the Chicago 
Policlinic, and since that time has been under the joint observa- 
tion of myself and Dr. John Fisher. At the time he appeared 
there he was troubled with a cough and purulent expectoration, 
and exhibited a temperature of from 99 to 101.5 degrees. He 
had no night sweats. Cough was quite troublesome, not partic- 
ularly paroxysmal, and the expectoration was free, with a de- 
cidedly fetid odor. He had lost a good deal of flesh, and was 
losing steadily at that time. On examination of the chest at 
that time it was noticed that the air entered the right lung less 
freely than the left; the right lung would expand almost, if not 
quite as much as the left lung, but it took a little longer to do 
it. It was hardly what you would call suppressed respiration. 
The expiration was prolonged. Just below the right mammary 
region there was an area of partial dullness with a few rales; 
in the center of this area there was a distinct stenosis in the 
bronchial tube. Inspiration was wavy and at times interrupted ; 
expiration was prolonged, but not wavy. Fremitus was slightly 
increased; the vocal sounds were increased in pitch, but there 
was no bronchophony. The respiratory murmur was tubular 
and increased in pitch. There was some very slight inspiratory 
recession of the intercostal spaces below the point of stenosis. 
The point of stenosis was at the lower angle of the scar which 
you see; this is where the inspiratory sound was distinctly in- 
terrupted. 

Ile was under observation at the clinic from that time until 
February of this year. For a time he improved a little in a 
general way, then seemed to grow worse. Expectoration became 
more purulent, more fetid; fever became more hectic, and he 
lost flesh and appetite. An X-ray picture of the chest was 
taken, whick plainly showed the ribs and sternum and a pleu- 
ritic effusion in the right pleural cavity, which came almost to 
the nipple level. We made an exploratory puncture and ob- 
tained some serum, so that we know the shadow was from the 
effusion. The picture did not show this area of partial dullness 
arcund the point of stenosis at all. There was nothing about 
the picture that would indicate any foreign body in the 
bronchus. 

In February, Dr. Van Hook operated on the case before the 
students of the Northwestern University Medical School, in the 
mamillary line. The operation was performed in two tempos, 
the object of the first incision being the formation of adhesions 
between the pleure. An incision in the line of the fibers of the 
major pectoral muscle was carried down to the fourth rib in the 
right mamillary line, two inches of rib were resected, and a 
dressing saturated with 10 per cent. solution of zine chlorid 
applied. 
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One week afterward he opened into the lung with the aciy.! 
cautery, first exploring the lung with an aspirator-needle jy) , 
number of different places without striking any foreign body, 
or without obtaining any secretion, fluid, or pus. He then went 
into the lung in three different directions with the actual ony). 
tery, to a depth of two or three inches, opening into a layve 
bronchus. There was a little fetid matter discharged throug) 
the opening in the bronchial tube. Air passed quite freely in 
and out of the lung. The wound was drained with a tube, and 
the next day the patient was out of bed and downstairs, and 
wanted to go out on the street. He felt very well. The tube 
was removed in about one week, when discharge had ceased. 
After that he improved for several weeks; temperature was 
lower; there was less expectoration. In about ten days the 
wound was allowed to close. In the early part of April it was 
noticed that the lower lobe of the lung, posteriorly, was dull, 
and that there was no air getting into it, it evidently being in 
a state of collapse. Following this there developed marked tub- 
ular breathing of a cavernous type, and well-marked pectori- 
loquy just below the lower angle of the right scapula. These signs 
were accompanied by a temperature of hectic type, and by an 
increase in the amount and fetid character of the sputum. It 
was thought that these symptoms might be due to the develop- 
ment of an abscess in the posterior portion of the lower lobe of 
the lung, so an operation in this locality was advised. As no 
cavity was found, these signs of a cavernous character were 
probably due to a more free entrance of air into the bronchus 
supplying this area of lung, due, probably, to some change in 
the position of the obstructing body. The lower margins of the 
lower lobe being previously collapsed and the bronchus being 
patent, the effect would be the same as we frequently observe 
in marginal collapse of the lung from pleural effusions—i. e., 
signs simulating a cavity. In view of the outcome of the case 
we cannot regret the misinterpretation of these signs, as the ad- 
mittance of air into the lower bronchial tract through the 
opening made at the second operation was undoubtedly the 
causative factor in expelling the foreign body. On April 27, the 
patient being then at the Policlinic Hospital, Dr. Van Hook re- 
sected in the region of the eighth rib just below the lower angle 
of the scapula. There were pleuritic adhesions, so he went di- 
rectly into the lung with the actual cautery, and opened into a 
posterior bronchus, making a free opening, so that air entered 
and came out quite freely. The tube was inserted and the 
wound packed tightly; the next morning he had quite a severe 
coughing spell and choked very badly, and during this cough- 
ing spell he ejected, through the mouth, this piece of bone. It is 
a vertebra from the neck of a chicken. It measures two centi- 
meters in its transverse diameter, and one centimeter and eight 
millimeters in its anteroposterior diameter. It is in a good 
state of preservation (exhibits specimen). He was up the next 
day, down in the clinic room, and felt all right. The tube was 
kept in for about a week, after which the opening was allowed 
to close. His temperature gradually declined; he improved in 
strength and flesh; the cough has gradually disappeared. He 
now has no cough or temperature and has not had any tor 
several weeks. His appetite has improved; he is at work every 
day and feels practically as well as he ever did. 

This case is interesting from two or three standpoints, first 
as to the clinical history. The clinical history of these cases 
differs according to the nature of the body which is taken into 
the bronchial tract. Small bodies like beans and peas, usually 
create a great deal of disturbance because they may get illo 
the smaller bronchi and induce immediate collapse, and a- 
rule soon bring on lobar pneumonia, and are very shortly fol- 
lowed by more or lessextensive bronchial dilatation. Small pieve- 
of vegetable fiber, like blades of grass or such like, small spi 
ule of bone, ete., usually create more disturbance than lars«” 
bodies, because they produce more irritation in the bronchi! 
tract. With some of the larger bodies, like this piece of bow. 
which do not occlude the bronchial tract entirely, it is remars 
able how little disturbance we have afterward. This piece 0! 
bone was in the bronchus for eighteen months, and beyond t)« 
cough, expectoration, fever, and gradual emaciation, there wa- 
no disturbance. He might have had just as muen disturbance: 
from a localized tuberculosis as he did from this. That is the 
case with manv bodies, although large, if they do not occlude 
the bronchial tract entirely. 
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| voquember the case of a boy who sucked a woman’s ordi- 


nir\ hatpin, five or six inches long, into the trachea, into the 
ir bronchus, head first; the upper end became transfixed 
ty) ough the wall of the bronchial tube. It was in there several 
Joys. was taken out by tracheotomy, but while it was in there 
tie boy apparently had no disturbance whatever. He had prac- 
tically no cough, no dyspnea, and did not seem to suffer at all. 
rhe only thing that could be noticed was a slight diiterence in 
th: amount of air entering the left lung. 

On the other hand, the round bodies which occlude the bron- 
ehial traet entirely may result in extensive collapse and in 


pneumonia and create much more disturbance. 

The next point is as to the course to be pursued in these 
cases. In this e'ass of cases it is different from bodies which 
lodge in the trachea, or which are coughed up into the trachea 
at every paroxysm of coughing. There tracheotomy will often 
sutlice, and these bodies ean be picked out of the trachea, some- 
times by forceps, by a string, or by a wire spatula, or some- 
thing of the kind, and a coughing spell may bring the foreign 
body up within reach. In this kind of case it is a different mat- 
ter. Here is a body which gets down into the bronchus and is 
fixed there. It does not come up, nor does it create much irri- 
tation. In this case a great deal of doubt was expressed by a 
number of physicians as to whether there was anything at all 
in the bronchus. They were skeptic about it. The danger from 
the presence of these foreign bodies is from _ pneu- 
monia and collapse of the lung, secondary pneumonia 
and bronchiectasis. The latter is sure to develop, and 
pneumonia most probably will, so that there is no hope 
through letting the case alone. There is nothing to 
be gained by waiting. If one is sure that a body of this 
kind is in the bronchus, it is unnecessary to wait for symptoms, 
and if it can be localized I should advise going after it. The 
chances of the foreign body being coughed up, if there is col- 
lapse of the lung below, are very slight. 

When the first operation was done on this young man we 
went in too high. This was probably my fault, as I advised 
operating at that place. We know that in operating for tuber- 
cular or abscess cavities in the lung, it is a common thing to 
tind the cavity situated much higher than we are led to believe 
by the physical signs. That is the rule, and for fear of going 
too low in this case I think we did just the opposite. There was 
no collapse in the anterior margin of the lung; there was no re- 
traction; no sclerosis, consequently the lung was not pushed up 
ut all. We got in too high above the bone. The lung was care- 
fully searched with an aspirator-needle, and whether anything 
could have been gained by needling with a fine needle, I do not 
know. When the operation was done behind and air allowed to 
enter the bronchus, the first violent attack of coughing forced 
the bone up into the trachea and we got it out. You might say 
that that is perhaps good luck, but I think it is the reason why 
the foreign body came out. 

As to the surgical aspects of the case I have nothing to say 
except to remark that the surgery was well done and there was 
absolutely no disturbance in the lung whatever. He seemed 
just as well the next day as he was the day before. There was 
ho pneumonia; the temperature did not vary; he had no pain 
or disturbance of any kind. 

\ question for the future is as to whether the sclerosis de- 
veloping around this lung will interfere with the caliber of the 
bronchial tube and result in bronchial dilatations. This is 
something we do not know, but that is quite possible. As a sec- 
ondary result of these operations we have saccular dilatation of 
‘he bronchial tube. So far we can not see that anything of the 
sind is taking place. It is known that bronchial dilatation oc- 
‘lus very soon after such an occurrence as this, remarkably so. 

Dn. INGALS—Was respiration about the same in the upper 
part as lower down? 

Dx. Parron—There was perhaps slight compensatory action 
| the upper lobe, but the respiration in the middle lobe of the 
right lung and the posterior part of the lower lobe, when he 
‘rst came in, before the effusion was noticed, seemed to be a 
‘ttle slower, but quite good. 

Dr. INGALS—Supposing the foreign body had been lodged in 
the main bronchus, what would be your opinion of going 
through the chest for it? 

Dr. Parron—On the right side there would practically be no 
danger in operating in the region of the right main bronchus; 
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on the left it would be more difficult. I should consider the 
result likely to be doubtful if a tracheotomy were done for the 
removal of such a body in the main bronchus. In the ease I 
referred to, where a pin was taken out of the left bronchus by a 
tracheotomy, the pin was grasped nearly in the middle; the 
upper end was transfixed through the wall of the bronchus, and 
the pin was grasped about two inches from the point, and in 
twisting it it was broken, although the head of the pin was at 
least three inches farther in the bronchus. Very many expe- 
dients have been devised for getting foreign bodies out of a 
bronchus. Someone, for instance, has advised pouring into the 
trachea an ounce or two of liquid and inverting the patient im- 
mediately, being prepared to do a tracheotomy at once in case 
any difficulty was encountered. That is taking a good many 
chances. I would not care to search for a foreign body in that 
way. But this case illustrates the extreme difficulty of exactly 
localizing the point of obstruction for the purpose of operating. 

Dr. Epwarp F.Wetts—I would liketoask Dr. Patton whether 
in his experience or reading he has noted that perhaps frequent- 
ly a foreign body has been expelled by coughing during the 
operation or shortly after, when it has not been found during 
the operation, or has not been found at all. 

Dr. Patron—In the majority of cases the foreign body has 
been expelled by way of the mouth subsequent to the operation. 


Dr. Wetts—The reason I asked that question is because 
many years ago a child inhaled a piece of peanut. Pneumonia 
followed shortly afterward and an abscess developed. An 
operation was undertaken, and after an incision had been made 
down to the pleura, an aspirator-needle was introduced three 
times in different directions, and nothing whatever was found. 
But after the third introduction of the needle the child sud- 
denly became choked, coughed spasmodically, and, to my recol- 
lection, expelled three-quarters or an ounce of pus with the 
piece of the peanut. My attention since then has been called 
to quite a number of cases in which the foreign body has been 
expelled during the operation or very shortly afterward, when 
efforts to find it during the operation were utterly futile, and it 
has afterward been expelled by coughing. 


Dr. Patron—Godlee cautions us against removing the tube 
and allowing the opening to close too early. These foreign 
bodies may be expelled through the opening some little time 
ater the operation, and he cites a case of thst nature in a boy. 
The boy had inhaled the point of a top into the bronchus, he 
operated, and some time subsequent to the operation the boy 
expelled the foreign body through the opening that he had 
made. I think that is a good point because there is no objec- 
tion, particularly, to keeping these openings patent for some 
little time after the operation, if they are dressed properly, and 
a small foreign body may readily make its exit in that way. 

Dr. Wetts—Did I understand you to say, Dr. Patton, that 
there is usually a good deal of difficulty in locating the foreign 
body? 

Dr. Patton—There is a good deal of difficulty in localizing 
the foreign body after you get into the lung. 

Dr. Wetts—I hardly agree with that, from the fact that 
some inpediment exists to breathing which can be usually 
definitely located. It is rather easily done. Is not that your 
experience ? 

Dr. Pattron—Oh, yes. But I have reference to localizing the 
foreign body after you get into the lung. 

Dr. WELLS—How frequently an operation is undertaken for 
the removal of a foreign body apparently located by the phys- 
ical signs, and yet nothing is found at that point, but the for- 
eign body is afterward expelled. 

Dr. Patron—That is true. Difticulty arises from localizing 
the foreign body after you have gotten through the pleura. 

Dr. INcaALs—-What was the objective point in the second 
operation ? 

Dr. Patron—It was a question at that time whether it was 
merely collapse, or whether he had aspirated some purulent 
material in there and had developed a cavity. The signs at the 
time of the operation were almost identical with those of a cav- 
ity. I refer to those peculiar physical signs we get where there 
is collapseof the marginor lower portion of the lung, retracting 
it and giving the signs which simulate those of a cavity. As 
there was no air going into the lung, and it was doubtful 
whether it was merely collapse or a cavity, I advised a second- 
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ary operation in this region, to see whether there was a cavity 
there or not and to open into the bronchial tract and let the 
air in. There was no cavity, but simply collapse. 

Dr. E. Frercuer INGALtS—I have had no experience in bron- 
chotomy. I have had, however, considerable experience with 
foreign bodies in the bronchial tubes and trachea, but I have 
never opened the chest for the extraction of the body. I am 
greatly pleased that such cases may have so good an outcome. 
I have not hitherto thought that the position taken by Dr. 
Patton, viz., that it is better to operate as soon as we can local- 
ize the foreign body, is the best for the patient. I have thought 
that because many of these bodies are spontaneously expelled 
sooner or later, and from the fact that there is considerable 
danger attending bronchotomy, it is better to wait for a time, 
unless there are urgent symptoms, before doing a more radical 
operation than tracheotomy. In this case the operation was 
certainly the only thing to advise, and it would have been negli- 
gent to wait. I wish to ask the author of the paper whether 
in acute cases he believes it better to operate as soon as the 
foreign body is localized. The development of bronchitis, with 


-a little dilatation of the tube, or irritation of the lung and pos- 


sibly formation of a cavity in the lung itself, may eventually 
be the cause of secretions and expectoration which will enable 
the patient to get rid of the foreign body without any operation. 

I remember reading of a case in which a bit of hickory-nut- 
shell, which was retained in the lung for many years, was finally 
coughed up, and the patient made a good recovery. In that case 
it would wWhdoubtedly have been much better could the foreign 
body have been found and removed earlier, but at that time 
operations could not be performed as safely as they are now. 

I have on two or three occasions removed foreign bodies from 
a bronchus. On one occasion I removed a large kernel of corn 
from the very farthest end of the right bronchus. Again, in 
another case, I removed a sharp spicula of bone from the far- 
thest end of the left bronchus. In still another case I removed 
a bit of wheat from a bronchus. 

I was surprised not long since at hearing a gentleman of high 
standing recommend leaving such a foreign body entirely alone, 
hoping that the patient would have an attack of cough that 
would expel it. His view was that there was no very great 
danger from the operation, but little from delay. In the case 
of a foreign body of any considerable size in the trachea, opera- 
tion should be advised at once, after other procedures have been 
tried, such as inverting the patient. There is always danger 
while the foreign body remains, but in a large percentage of 
cases they will be spontaneously expelled. Even small bodies are 
often difficult to remove. 

I operated, two or three years ago, on a woman who had in- 
haled about five-eighths of an inch of a match. I thought I 
could localize the foreign body at a point about an inch and a 
half below the main right bronchus, by the pain of which she 
complained, but I could not tell from the respiratory murmur ; 
yet 1 was satisfied there was something in the air-passages; I 
did a tracheotomy, but did not get the foreign body. I kept a 
tracheotomy-tube in the trachea for a few days, as I believe it 
is best to do in cases where we do not find the body we are after, 
and finally told the interne that he might take the tube out; 
the same day he removed the tube she coughed up the match. 

I once operated on a child for a button in a branch of the 
bronchus, that had gone so far in that it could not be reached. 
In that case I felt confident the body was present, from the 
localized rales, but there was no distinct obstruction. The tube 
was worn for four or five weeks, but the button was not secured 
until abou. five weeks afterward, when it was coughed out. The 
usual recommendation is that we stitch the edges of the trachea 
to the integument, if the foreign body is not obtained at the 
time of the operation. This does not seem to me a good pro- 
dure. A better plan is to have in a large tube for a few weeks, 
and make repeated efforts to get rid of the foreign body. 

I should think that the danger would be very considerable in 
a bronchotomy when operating near the root of the lung, much 
more so than at a distance like the operation in this case; but 
I have no doubt a moaern surgeon would get in there. 

Dr. Patton (closing the discussion )—I agree with Dr. Ingals 
in regard to the class of cases he has cited and outlined. As to 
the advisability of operating early in these cases, we must draw 
a distinct line between the class of cases he has cited and the 
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class to which this case belongs. The point is simply this: [> 
small bodies which get into the trachea, and where we are j» 
doubt as to how far in they may be, which are not localized |) 
any distinct physical signs, it would be very doubtful surge, y 
to go after them any further than do tracheotomy and adopt the 
course advised by Dr. Ingals. In this class of cases we have 4 
different condition. Here we havea distinct stenosis to deal with. 
The fact that the stenosis is not complete and docs not result in 
collapse of the lung supplied by the tube occluded is only more 
positive evidence that it is a local affair and can be reached and 
should be sought for. If we had a_ smaller body, 
it would probably go in a little farther and _ possibly 
result in immediate collapse and pneumonia. It would he 
a much more difficult thing to get at. But the fact that the col- 
lapse came on after the stenosis occurred, coupled with the fact 
that there was diminished respiratory capacity of that lung for 
a long time after the occurrence of the stenosis, and not com- 
plete obstruction, and the additional fact that there were loca! 
signs of stenosis of the tube, show conclusively that there is a 
localized condition that youcanreach,or stand a good chance of 
reaching, and that the patient’s prospects for complete recovery 
are much better by operating early and not waiting until we 
get a cavity or bronchial dilatation, which is sure to come, and 
which, when filled with secretions, will be likely to result in 
lobular pneumonia, probably septic, at a more or less early 
date, and which will result in further collapse of the lung and 
possibly in gangrene. And so it does not appear to me wise to 
wait for these conditions to develop before searching for the 
foreign body. That, I think, is the position assumed by Godlee, 
who has done much lung surgery. In the class described by Dr. 
Ingals, I agree with him as to the course to be pursued, and 
success is most often obtained by adopting the course he ad- 
vises. 

Dr. INGALS—Supposing you saw a case in which there was 
obstruction by a foreign body similar to this, would it be your 
idea to operate within the first week, or to wait a month or 
two to see whether the body would be coughed out? 

Dr. Patron—It is difficult to make a airect statement in 
reply to Dr. Ingals, for the reason that we are not usually pres- 
ent when these accidents occur. We have to take the statement 
of the patient to a great extent, and some physicians are rather 
backward in accepting the statements made by patients in this 
regard. I believe that we should take the statement with a 
good deal of credence, because he or she, as the case may be, is 
not likely to misinterpret the symptoms at the time, and he is 
not likely to greatly exaggerate because he is conscious of the 
fact that a body has gotten into his trachea. If we do accept 
the statements of patients and feel sure that there is a foreign 
body in a bronchus, and we believe it to be large enough so that 
it will probably not come out through the larynx, I do not see 
any use in waiting if we can localize it at all. On the other 
hand, this case came to us with the statement that the foreign 
body was inhaled months before. We did not at the time feel 
that we were warranted in operating until we saw what course 
the case was going to take. But as the bronchial dilatation 
grew worse, as the fetid expectoration became more abundant 
and the fever ranged higher and loss of flesh continued, we felt 
there was no use in waiting longer until he actually developed 
some serious condition. I think it all depends on how certain 
one may feel as to whether a foreign body is in there or not, and 
how much chance he can take. 

Dr. INGALS—If a patient were getting on comfortably you 
would feel more like waiting than if fever were developing ? 

Dr. Parton—lI should; yes. 


Chicago Neurological Society. 
Regular Meeting, April 25, 1899. 
(Continued from Page 284.) 


Dr. ARCHIBALD CHurcH—I would like to ask attention to 
a form of brain disease which is comparatively rare, and of 
which I have seen two cases and suspected the same condition 
in a third instance. The first case was a man, 50 years of age, 
who, at the age of 23, was digging a well, and some boys, in 
trying to annoy him, tossed a pebble into the well, which had 
reached a depth of about twenty feet, striking him in the parie- 
tal region. It simply angered him at the time, made a trivial 
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sealp cut, and very little was thought of it. Afterward he symptoms of these tumors are due to pressure. I shall advise 
acted .< a conductor in the railway service for many years, its use in the next case showing these symptoms. 

cradually developing more or less disturbance of sensation on Dr. Patrick—I have not recently followed the literature 
the right side, and finally became hemiplegic. He would have closely in regard to lumbar puncture in cases of tumor, but a 
convulsions affecting the right side at yA Frequently these couple of years ago I did keep track of it pretty thoroughly for 
convulsions commenced in the right hand, becoming generalized, a time, and the results from this measure, even for amelioration 
in other instances only the right upper extremity was involved. of the symptoms, were not@particularly good. A number of 
At one time he was actually incapacitated by right hemiplegia, cases died suddenly when puncture was made; in others the 
which partially subsided for a time and subsequently became headache was enormously increased, so that patients com- 
complete. I saw the man some twenty years after the original 


injury: he was hemiparetie, and had occasional convulsions on 
that side. I advised an exploratory operation, and when the 
trephine had been used for a few moments suddenly there was 
a gush of hemorrhage of the most startling character I have 
eyer witnessed. It was with the greatest difficulty that it 
could be checked by plugging with iodoform gauze, some of 
which was pressed within the skull, and not until the carotid 
was ligated on the same side was the hemorrhage controlled. 
Dr. MeArthur did the operation, and it was our belief that we 
had opened an aneurysm within the skull. The man improved 
temporarily and went to Southern Ohio. Three years later he 
died and an examination was made by a physician, who stated 
that the left side of the head was empty except for the rags the 
doctors in Chicago had tucked into it. 

Another case I saw at about the same time was a young boy 
who had fits which commenced in the left hand. There was a 
history of cephalic traumatism, the exact nature of which I can 
not now recall. Finally, being very urgent for an operation, 
it was done at the County Hospital, by Dr. T. A. Davis. He 
eut down through the dura, explored the brain and suddenly 
got a terrific hemorrhage, and yet was able, by plugging the 
cavity with gauze, to check the bleeding. I saw the boy two 
days after, when the dressing was removed, and in withdrawing 
the gauze there was a cavity large enough to accommodate a 
hen’s egg, lined with dense, fibrous, glistening membrane, re- 
minding one of a large arterial pouch. The boy recovered from 
the operation but I have failed in all attempts to trace the 
case. 

A young woman, 21 years of age, came from Quincy. She 
gave a history pointing to brain disease. There was a hemi- 
plegic condition, spasticity and tetanoid spasms. She gave a 
history of having had a decided subjective bruit synchronous 
with the pulse. Upon auscultation I could objectively make 
out a bruit corresponding to the indicated location of the dis- 
ease. I suspected that there might be an aneurysm. She is 
still alive; I heard from her last week, and her condition re- 
mains about stationary. 

Aneurysmal tumors should be detectable by the X-ray. If 
we can make out the arch of the aorta, the heart and other 
blood-channels by this means, these growths should also give 
a shadow. 

Dr. Dante, R. Brower—Seeing these interesting cases of Dr. 
Patrick recalls an experience I had about a year ago. A man, 
09 years of age, was brought to my office by a physician, as a 
well-marked case of Jacksonian epilepsy, and with the classical 
symptoms of intracranial tumor. The case was operated on 
by Dr. Senn. He remained here for a short time under treat- 
ment by potassium iodid, with very great amelioration of all 
his symptoms. The paroxysms, which were several a day, had 
ceased, and his mental condition improved. He went home, 
continued the treatment for a time, stopped it, and very soon 
his symptoms returned with great exaggeration, and he was 
again brought back to the city. Dr. Senn then operated upon 
him. The paroxysms began in the hand; the tumor was sup- 
posed to be located in the hand center. No tumor was found 
by the operation. He gave a history of having some years be- 
tore had considerable trouble with a suppurating ear, which 
had existed for a long time. Dr. Senn thought it might pos- 
sib y be a mastoid abscess, but he found none at the operation. 
\ lew days afterward the man died. A post-mortem examina- 
"on was made, and revealed a subcortical tumor, the size of a 
‘alnut, and an abscess in the mastoid cells. I have never seen 
any hut temporary benefit from surgical interference in tumors 
ot the brain. 

During the past winter I have seen remarkable effects from 
lumbar puncture in relieving pressure symptoms in cases of 
ccrebrospinal meningitis, and, inasmuch as the most distressing 


plained bitterly of headache as soon as the fluid began to flow 
from the spinal canal. 

Dr. JAMES B. HerrtckK—What Dr. Patrick has said regard- 
ing the mental condition of patients with cerebral tumors in 
the frontal region recalls to mind a patient whom I saw two or 
three years ago in whom there was a history of change in the 
mental condition, and later symptoms of severe headache, Jack- 
sonian epilepsy, etc., so that there was little question about the 
case being one of tumor of the brain. The mental condition 
was, however, that of melancholia and despondency. While 
the patient was in the hospital he cut his throat with a razor. 
At autopsy the tumor was found in the frontal lobe, and by its 
pressure it had involved some of the motor centers, and induced 
Jacksonian epilepsy. 

There is one form of tumor which, strictly speaking, might 
not be called tumor of the brain, that presents a great deal of 
difficulty in diagnosis, and that is the multiple tumor as it in- 
volves the meninges. A close resemblance to tuberculous men- 
ingitis may exist in these cases. One case of unusual interest 
I recall, seen about a year ago in the Presbyterian Hospital. 
Dr. Lyman asked me to give his clinic, and the interne in 
going through the hospital with me to look for material, said 
to me, “there is a good case of tuberculous meningitis in the 
children’s ward.” I looked the patient over, and thought it 
would be a beautiful case for clinical demonstration. I showed 
the case to the class as one of tuberculous meningitis. It was 
a’ child with a somewhat vague and indefinite history. There 
had been complaint of considerable headache and of irritabil- 
ity for several days, then two or three convulsions. The his- 
tory was very indefinite as regards temperature. The child 
had gradually become comatose, and at the time I examined 
the patient there was complete coma. This was interrupted 
occasionally by the typical cephalic cry; the neck was rigid; 
the head drawn back; there was some paralysis of the ocular 
muscles; there was distinct optic neuritis, and most pronounced 
emaciation. The patient died a little later. An autopsy 
showed a walnut-sized sarcoma of the frontal lobe, with diffuse 
sarcomatosis of the pia mater of the brain and cord, the nodules 
varying from those of minute size up to those the size of a 
hazelnut. This rather rare case has been reported by Dr. 
Weaver in the Journal of Experimental Medicine. 

In looking over the history again in the light of the post- 
mortem, I think there are two facts which should have drawn 
at least suspicion toward the existence of such a condition 
rather than that of tuberculous meningitis, namely, the long 
continuance of the disease, which extended over fully ten or 
twelve weeks, and the fact that there was but slight elevation 
of temperature. 

Dr. Kun—Was the fever intermittent? 

Dr. HERRICK—Yes, but the elevation of temperature was very 
slight, seldom up to 100. 

Dr. SANGER BrowN—I think we often lose sight of the fact 
that in cases of brain tumor many of the severest symptoms are 
actually neurasthenic, and not, as is too frequently believed, 
focal. I refer particularly to the headaches. These are gener- 
ally, in my opinion, practically identical with those found in 
many cases of severe neurasthenia; that is, the patient will 
wake up from 3 to 5 a.m., after having gone to bed feeling fairly 
comfortable, with a most insufferable and profound headache, 
so prostrating that he often has to sit down and rest several 
times while getting dressed. He is often able, notwithstanding 
this, to take a fair breakfast, and after this gradually he is 
relieved, so that often not later than 10 a.m. he is fairly com- 
fortable again, and this may not be repeated, with anything 
like the same severity at least, more than several times in a 
week. It may be accompanied with nausea and vomiting in 
both cases, and I favor the hypothesis that this is caused by 
the depressing effect of the growth upon the vital portions, 
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rather than by irritation of the meninges, or indeed by the irri- 
tation of any of the cerebral tissues. 

I wish to draw attention also, by way of criticism, to the 
doctrine that pressure or irritation of a growth in the brain 
is the cause of optic neuritis, by stating that it quite fre- 
quently, or perhaps more properly, quite occasionally, happens 
that in cases of severe anemia, optic@euritis is found associated 
with the headache and symptoms of nervous prostration, which 
I have already referred to. I make these statements simply as 
suggestive criticisms upon the theories rather currently held. 

Dr. RicHarpD Dewry—I wish to speak briefly of the symp- 
toms in cases of brain tumor. It would seem that it is very 
rare to find any typical form of mental disturbance in these 
cases, most of them presenting symptoms the result of pressure 
or irritation of the locality that is affected, with a great deal 
of dullness, semi-stupor, apathy, and at times a good deal of 
emotional disturbance as the result of the irritation and pain. 
But in rare cases, something almost corresponding to maniacial 
attacks seems to make its appearance. The mental symptoms 
of cerebral tumors have received comparatively little systematic 
attention. These are certainly worthy of more atten- 
tion than they generally receive. The surgeon or family 
practitioner scarcely ever gives desirable attention to these mat- 
ters, and the family themselves are not likely to notice them. 
It is surprising how very great degrees of mental aberration 
may exist, both in cases of tumor and in other brain diseases, 
without intimate friends and acquaintances realizing them. 
There are certain forms of mental disease that may appear 
in almost typical form in cases of brain tumor. Two of them 
have been mentioned here this evening—neurasthenia and hys- 
teria. Sometimes neurasthenia and hysteria are considered to 
be the sole causes of the disturbance. Another form of brain 
trouble which may be confounded with tumor, and is accom- 
panied by symptoms of a more or less typical character, is 
paresis. Many, very many, of these cases have been reported 
as cases of paresis where subsequently brain tumor has been 
found to exist. 

MULTIPLE SCLEROSIS. 


Dr. M. L. Gooprnc—Our patient is a young man 23 years of 
age, of Russian parentage, the eldest of five children. He was 
born at term and was perfectly well up to the age of 6 years, 
at which time he had scarlet fever, but as far as we can ascer- 
tain this was followed by no renal, glandular, anginous, articu- 
lar or aural sequela. His parents, as well as three brothers and 
one sister, are living and well and free from any nervous or 
mental disease. No history or evidence of syphilis or alcohol- 
ism can be elicited. 

When 7 years of age, he was lost during a blizzard and al- 
most succumbed to the exposure to which he was subjected. 
Shortly afterward he began to exhibit the first symptoms of 
his present malady. He began to have some difficulty in walk- 
ing, and seemed to become easily fatigued on exertion. He 
also began to fall behind in his school work, although pre- 
viously maintaining a good standing. He further began to 
have occasional spells of headache and dizziness. At the age 
of 13 he had an apoplectic onset involving the entire right side. 
When 15 years of age he had ptosis of the right lid, lasting six 
months. 

The unsteadiness in gait now became more marked, the 
limbs, as well as the trunk and head, being thrown into violent 
oscillations on the slightest voluntary effort. His speech also 
became defective. He has had no bladder, sensory or visceral 
disturbances. The lad appears well nourished and of fair size 
for his age. The skull, scalp, ears, teeth, gums and tongue pre- 
sent no abnormality. 

As we observe him closely, we note the expressionless face, 
and as we engage him in conversation the incapacity for con- 
tinuous mental effort is strikingly shown. There is slight ob- 
literation of the nasolabial fold and drooping of the angle of 
the mouth on the right side. 

Several years ago, while being shown before the class at the 
College of Physicians and Surgeons, peculiar grimaces, invol- 
untary and uncontrollable, were remarked, but the condition 
seems now to be absent. As we listen to his speech we notice 
that the words are uttered slowly and in a monotone. This 
bradylalia is associated with tremorlessness of the lips. As he 
attempts to walk, the stiffness and inco-ordination of his legs 
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prevent the performance of this act without the assistan « 
a cane. A pronounced swaying is present when standing 1‘), 
closed eyes 

Inco-ordination and a rough jerky tremor of the upper ox. 
tremities are apparent, as we ask him to bring the tips of jis 
fingers together, button his coat or carry a glass of water to 
his lips. This is more marked on the left side. The knee-jerks 
are excessively exaggerated and ankle-clonus is present. 

We can find no sensory disturbance. As we examine lis 
eyes we detect a nystagmus—lateral, vertical and rotary. ‘The 
right eye deviates somewhat from its proper axis, and is 
slightly turned inward. The pupils are normal. The fundus 
shows a secondary atrophy, with a peculiar discoloration of the 
dise. 

From this array of symptoms we are enabled to make a very 
positive diagnosis of multiple sclerosis. On account of the 
gait, ataxia, tremor, nystagmus and speech defect, this dis- 
ease may be confounded with the several hereditary ataxias. 
Friederich’s ataxia can be excluded by the presence of knee-jerk 
with clonus and optic atrophy, and the absence of sclerosis and 
club-feet. The Romberg phenomenon, transitory oculomotor 
palsy, absence of family history, and early onset differentiate 
the picture from a hereditary cerebellar ataxia. 

Syphilis of the brain and cord can be ruled out by the ab- 
sence of history and signs of the disease, and the therapeutic 
test. 

Brain tumor of the posterior fossa is sometimes accompanied 
by this form of gait, ataxia and nystagmus, but the more rapid 
progress of this condition, the greater degree of headache and 
vertigo and the positive symptoms of multiple sclerosis present 
no diiliculty in eliminating tumor. As already indicated, the 
treatment by potassium iodid and mercury were futile. His 
nutrition has been maintained through appropriate regulation 
of diet, exercise and hygiene. For the relief of his tremor and 
agitation he has received the static breeze, together with a 
combination of 
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Topeka Academy of Medicine and Surgery. 
Meeting Held in Topeka, Kan., July 10, 1899. 
INFANT FEEDING. 

Dr. J. M. Peers presented a paper on “Feeding of Infants 
in Relation to Diarrhea.” He spoke especially of the proper 
perforation and use of milk, showing the difference between 
cow’s and human milk, and how to make the former suitable 
for infants’ use. 

Dr. H. B. HocGeBoom emphasized the importance of artificial 
feeding. 

Dr. I. BARNES recommended artificial food prepared with 
cream 2 parts, milk 3, lime-water 1 and water 10 parts. 

Dr. R. McVey spoke of food, heat and bacteria in causing 
infantile troubles, and the relation they sustain to each other. 
If indigestion is the result of bacteria, food and heat aid the 
development. He pointed out the dependence of the food ani 
bacteria. It is a question whether the food or bacteria cause- 
the indigestion, or whether the indigestion causes the bacteria. 

Dr. O. Davis spoke of preparing the food by leaving the milk 
in a cool place until the cream rises, then drawing off two: 
thirds of the bottom with a siphon, and adding water and 
sugar. 

Dr. S. G. Stewart—The mother complains as soon as tlie 
child begins to eructate; then try artificial foods. Cow’s milk 
comes first. Sterilize it, then neutralize it with lime-water. 
We need to teach the laity that artificial foods are a poor sul) 
stitute for milk, and should never be used when milk can bv 
obtained. 


It is generally a year after the introduction of a sek ani- 
mal that the disease breaks out in a stable. Nothing 
is more common than, in an infected stable, to see a healthy 
cow become tubercular, some time after having occupied the 
place left vacant by the death of a tubercular cow. (Strauss: 
Tubereulose et son bacille.) 
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Sketch of Century's Progress in Medicine and Surgery.* 

oe. J. Warp Cousins, M.D., F.R.C.S., opened his address 
vith a general review of the conditions of medical science 
rt the beginning of the century, the birth of the modern school 
y ynedicine, the discovery of vaccination and its results, the 
progress in sanitary science and preventive medicine, the 
jogsons of the cholera epidemic of 1848 and the Crimean War, 
ani paid a tribute to the labors of Florence Nightingale in 
hospital reform, and to 

ERNEST HART, 
who was a devoted pioneer in preventive medicine, and labored 
with enthusiasm in the great questions of epidemic cholera, 
water-borne disease, vaccination, and many other topics. He 
rendered invaluable help to the children of the land, and made 
plain the necessity for reform in the Poor-law infirmaries of 
the United Kingdom. He threw all his energy into his editorial 
labors, and speedily raised the British Medical Journal into 
the commanding position it now occupies. His name and work 
will forever be intimately associated with the history and 
crowth of our great and world-wide organization. 
PATHOLOGY. 

The early part of the century will ever be recognized as the 
birthtime of modern pathology—the period when the huge 
chasm between dead morbid anatomy and living pathology 
began to be bridged over. The teachings of John Hunter had 
long exploded the old humoral theories of disease. The 
leading minds in those days no longer considered that disease 
depended on an excess of bile, or blood, or phlegm, and the 
other fluids of the body, and that it could be cured by getting 
rid of these faulty elements. ‘The principles formulated by 
Hunter were maintained by succeeding writers in the same 
field for many years. His pathology was a long way in 
advance of his predecessors, and he was the first to recognize 
that all the processes of the organism belonged to biologic 
science. He saw that disease was only a deviation from 
health, and that both conditions were regulated by the same 
vital laws. He regarded the blood as possessed of life, like 
the solid parts of the body, and its plastic materials as the 
elements of all growth and structural repair, and taught that 
exudations composed of homogeneous and transparent fluids 
containing within them no visible form sweated through the 
walls of the blood-vessels, and then became changed into 
living tissue by a process of vital crystallization. 

About the year 1830 great improvement took place in the 
manufacture of the achromatic compound microscope, and 
this gave a great impetus both to physiology and pathology, 
and the value of microscopic examination began to be gen- 
erally appreciated. Moreover, the Council of the Royal Col- 
lege of Surgeons of that day was so impressed with the utility 
and importance of the facts revealed by the minute dissec- 
tion and examination of elementary structures that in 1841 
they determined to establish a professorship of histology, and 
to form a collection of preparations both of the healthy and 
morbid tissues of plants and animals which should elucidate 
the value of microscopic investigation. 

We can now look back on the time when the progress of 
physiology was everywhere recognized as the true basis of 
all pathologie science. In 1838 Schleiden made his brilliant 
discoveries in vegetable tissues, and soon after Schwann in- 
vestigated the cellular structure of animal bodies. He fol- 
lowed Hunter in believing that vital centers of new growth 
were spontaneously developed in semi-solid exudations, and 
that constructive elements could actually be formed within 
‘morphous substances. But, although the progress of the 
ventury has been the outcome of the labors of many able 
workers, still I venture to think we can justly give the first 
place to Rudolph Virchow. We are indebted to him for exhib- 
‘ting histology as the real instrument for unfolding the deep 

* Abstract of President’s address at the Sixty-seventh Annual Meet- 


‘ng of the British Medical Association, from advance sheets of the Brit- 
ish Medical Journal. 
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mysteries of disease. He practically gave the medical world a 
new pathology founded onlaborious observation and experiment. 
Every kind of organic structure and every new formation, he 
announced, could be traced to a vital source. There never has 
been and there never will be such an erratic phenomenon as 
spontaneous generation in either physiology or pathology. He 
recognized that every plastic exudation, which had been called 
amorphous material, had wrapped up within it living cells, 
and that these had come from living structures, and thus 
every new formation must be the offspring of some living tis- 
sue in which its living germs arose. 

To-day we are able to appreciate the fact that the evolution 
of our new pathology has progressed side by side with the 
evolution of biology, and that, in its broadest sense, pathology 
is an outgrowth of biology. The work of the last fifty 
years may be rightly defined as the great unraveling of 
the deep relations between the healthy phenomena of life and 
the variations which are outside the normal cycle of these 
vital phenomena. Through many years biology and pathology 
have been mutual helps in their onward and remarkable evo- 
lution, and we may rest assured that in the coming century 
their healthy reaction on each other will still go on. Path- 
ology will still advance, and the new discoveries of biology 
will serve as starting points of new pathologie truths; at the 
same time, the ordeal of biologic criticism will be accepted 
as the test of every new pathologic development. 

BACTERIOLOGY. 

Recent investigations in bacteriology have proved a great 
stimulus to the study of the relations between the diseases of 
mankind and those of the lower animals, and this relationship 
will form an important part of future researches. It is only a 
few years ago that the real nature of that dreadful scourge 
of the human race, tuberculosis, was discovered, and its inti- 
mate association with the same disorder in domestic animals 
clearly brought to light. Laennee was the first observer who 
described tuberculous nodules, and traced their development 
from miliary tubercles. In 1865 the inoculation of animals 
with caseous material was found to produce tiny masses in 
their bodies which were in all respects similar to the disease 
in man. Some physicians were bold enough to assert that the 
phenomena suggested the probability of contagion, but the 
notion only excited the ridicule of the profession at that 
period. Tuberculous disease was generally regarded as a 
hereditary disorder transmissible in various degrees of in- 
tensity. At the same time external influences were looked on 
as powerful factors which could kindle ‘the smoldering flame 
into activity. From the very dawn of modern pathology tuber- 
culous disease received profound investigation, and the re- 
searches only corroborated the time-honored theory. The 
microscope failed to detect in the diseased parts any specific 
elements, and in vain cells and granules, and cells of giant 
form were searched for some characteristic quality. Tubercle 
was examined by the best observers in the civilized world; 
thousands of clever eyes had gazed at it with intense devo- 
tion, and with a remarkable unanimity they pronounced the 
opinion that it was so indefinite in structure it could be recog- 
nized as much by negative as positive qualities. 

In 1882 the whole pathology underwent a great revolution 
by the demonstration of the life history of the tubercle bacil- 
lus. The disease, occurring in any tissue or organ, is now 
universally regarded as a specific disorder, the bacillus the 
absolute proof of its invasion, and the cause of the morbid 
changes. The long-accepted causes are now dislodged from 
their position, and are now rightly grouped as morbid tenden- 
cies. The inheritance of constitutional peculiarities, the lia- 
bility to chronic inflammations, and the susceptibility to 
external influences, are now regarded as conditions which help 
the microbe to establish itself within the body. Still, these 
factors are not less potent because the specific characters of 
tuberculosis have been revealed. 
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This pathologic transformation still has around it many 
unsettled problems. It is, however, a fact of history that 
Koch, by his own researches, brought to light from the micro- 
scopic elements of tubercle a living atom which no human eye 
had before seen. J believe that one may anticipate that this 
great discovery will be of priceless benefit to mankind. 

Bacteriologie investigation has already unfolded many of 
the problems connected with diphtheria. The researches began 
in Germany in 1882, the chief experiments were by Drs. 
Behring and Kitasato, and they were soon followed by Dr. 
Roux, of the Pasteur Institute in Paris. We now know that 
many animals are liable to its attacks. It is communicable to 
the horse, rabbit, guinea-pig, and fowl, and some species seem 
to suffer from a chronic form of the disease. Horses when 
attacked develop similar symptoms to those which follow 
inoculation of diphtherial toxin. 

The deadly bubonie plague which was epidemic throughout 
Europe during the Middle Ages, has unfortunately proved a 
dreadful scourge in India and the East during the last three 
years. Many earnest workers have made the disease the sub- 
ject of an elaborate inquiry. In 1894 a specific bacillus was 
discovered in the blood of a patient suffering from epidemic 
plague. There is much reason to believe that domestic ani- 
mals and rats are responsible for spreading the infection, 
and squirrels and cats have been known to die of the disease. 
It has recently been stated by a French observer that fleas 
are dangerous disseminators of the disease. As the result of 
a series of experiments, he affirms that fleas taken from rats 
suffering from plague can communicate the disease to healthy 
rats, which in their turn become centers of infection. 

Professor Ogsten in 1881 detected micro-organisms in acute 
abscesses, and this important discovery has been followed by 
many elaborate inquiries which have proved the direct con- 
nection between suppuration and pathogenic organisms. It 
is certain that the staphylococcus, the streptococcus, and the 
bacillus coli communis, and other species also, may be the 
exciting cause of septic conditions in man and the lower 
animals. Around septicemia to-day there are many unsolved 
problems. Are the micro-organisms the direct cause of the 
disease, or is it produced by the chemical substances which 
they elaborate? All animals appear to be liable to blood 
poisoning. Dr. Hewlett says that poultry, pigeons, pheasants, 
and sparrows are susceptible to a disease, which Pasteur 
proved to be excited by a bacillus identical with the bacillus 
of rabbit septicemia. Even the mouse has its specific septic 
disturbance, and the organisms which are present in its blood 
appear to be identical with those discovered in the septie dis- 
orders of swine. 

MALARIA. 

Investigators have recently been endeavoring to unravel 
the secrets of malaria poisoning. The disease has been traced 
by Surgeon-Major Ross and Dr. Manson to a parasite which 
has the power of assuming a latent condition within the 
human body. It actually lives in the interior of the red ecor- 
puscles of the blood. Dr. Manson thinks that it is removed 
from the blood by some suctorial insect, and that this insect 
is a species of mosquito. The parasite is propagated outside 
the human body. The insects are capable of infecting their 
larve, and man is in turn infected by drinking the water 
contaminated by the mosquito, or by inhaling the dust of the 
dry mud of the pools in which mosquitoes have perished. 

I refer to these facts only to show the great impulse bac- 
teriology has given to the study of the intimate connection be- 
tween the diseases of mankind and the diseases of animals. 
It is certain that the latter are far more often the agents by 
which diseases are distributed than we are at present able to 
detect. The same disorder in different animals produces very 
different manifestations, and the symptoms may be so varia- 
ble that the recognition of a common specific cause is almost 
impossible, 
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What may we expect from this young science in the future: 


We are only touching the fringe of its possible revelatioy. 
Much that has been done will have to be done over again, 9)! 


much that has been written will have to be rewritten.  [{.\ 
many questions have yet to be solved? Will the further eyo}), 
tion of bacteriology solve the great problem concerning jy) 
munity? The striking differences in the susceptibility to dis- 
ease in individuals are still unfathomed. Some seem to posses. 
a natural insusceptibility to infectious disorders while others 
are susceptible on the smallest exposure. I do not believe that 
any individual can inherit or acquire a resisting power for 
all forms of disease; some races appear to acquire immunity, 
and native populations in some parts of the world exhibit very 
little susceptibility to yellow fever and malaria. Race im- 
munity is generally explained by natural selection and protec. 
tion by inheritance. During the long periods susceptible per- 
sons were weeded out, and those that remain are capable of 
transmitting their insusceptibility. But we learn from ex- 
perience the resisting power to infectious diseases is very 
variable, and that there is no such thing in the world as abso. 
lute immunity. On the other hand, bacteriology offers wus 
the comforting doctrine of phagocytosis. The cells of the 
blood are ever ready to engulf and destrey living bacteria, 
and to cast them out as unwelcome guests. The leucocytes 
may be compared to a great army of invisible warriors. They 
send out their scouts, and as soon as an enemy is in sight 
myriads appear at the very seat of infection and are drawn 
up to open the attack on the intruding bacterial forces; all 
ends well when the battle of the cells terminates in the destruc- 
tion of the enemy, but unfortunately sometimes the leucocytes 
are beaten back and the bacteria are victorious; then they 
can multiply without hindrance, and general infection is the 
result of the defeat. 
SURGICAL ANESTHESIA. 

Of the history of the discovery of surgical anesthesia he 
spoke at length: 

In the noontime of this Victorian era surgical anesthesia 
was the brilliant gift to the civilized world by our brethren 
and kinsmen across the great Atlantic, and at the last annual 
meeting but one of this, the greatest of the centuries, we desire 
to record our admiration of the courage and genius of William 
Morton and the wisdom and surgical skill of Charles Collins 
Warren, and again to crown their memories with enduring 
fame as great benefactors of the human race. 

It is an interesting fact that the original anesthetic agents 
still hold the confidence of the medical world. There are 
many differences of opinion on their essential virtues and 
a wide-spread hope that soon safer remedies may be discovered. 
Sir James Simpson entertained this hope until the end of his 
career, and Dr. Snow, who did so much during his life to 
perfect anesthesia administration, believed that better agents 
would be found. It is my opinion that surgical anesthesia 
can never be wholly stripped of risk, and that to-day the risk 
is greatly reduced by our modern safeguards and improved 
methods of administration. It is certain that we have not 
reached finality in the matter of surgical anesthesia, but that 
by experience and the skilful adjustment of the dose we are 
entitled to regard the inhalation of our present agents as prac 
tically safe. 

During the preanesthetic age, operations were confined to 
eases in which surgical interference was absolutely necessary, 
and both patient and surgeon had to be brave and determined 
—one to suffer pain, and the other to perform delicate manipu- 
lations with rapidity and dexterity. The introduction of 
surgical anesthesia exercised at once a great influence on the 
practice of surgery, and the number of operations increased in 
all directions. Within six months the surgical work of the 
London hospitals was actually doubled, and in every depart- 
ment the domain of surgery rapidly extended. 

Unfortunately, the surgical world was quite unprepared for 


4 
3 
+ 
4 
| 
igh 
4 
i 
| 
; 
: 
A 
Be» 
nd 
. 


Aveust 5, 1899. 


outburst of enthusiasm which followed the great 
discovery. At this period surgical instruments were few in 
number, and very different from what they are to-day. The 
microscope was only just adopted as an instrument of pathio- 
lowie research, and many ingenious aids to diagnosis now 
yniversal were not then in existence. The hospitals were for 
the mest part wretched receptacles for the sick. They were 
constructed regardless of all sanitary precautions, and without 
any means for securing adequate light and fresh air for the 
safe treatment of urgent surgical cases and acute diseases. 
The nursing system, too, was rotten to the core. Nursing then 
meant nothing more than the attendance of a parcel of igno- 
rant women who possessed no qualification for their high and 
self-sacrificing duties, and who had never received a moment's 
training. It is a faet that in those days thousands of lives 
vere extinguished at the shrine of ignorance and superstition, 
and thousands more for the want of sobriety and cleanliness. 
Under such conditions is it not surprising that suppuration 
followed almost every wound, and that septic processes were 
started by every operation. 

The high mortality which occurred both in the institutions 
of this country and the Continent excited great anxiety, and 
roused the profession to earnest investigation. The great in- 
crease in the work of the hospitals soon revealed their insan- 
itary condition, and many structural defects. Again and 
again gangrene, pyemia, and erysipelas ran through the wards 
of these old buildings, and the medical officers saw clearly 
that these outbreaks were infective disorders, and were car- 
ried from one patient to another. 

We have now reached the dawn of another important epoch 
in the medical history of the century. The terrible ravages of 
sepsis, which appeared to have gone almost beyond control, 
helped to bring about better ward ventilation, and improved 
sanitary arrangements in many of the old buildings. The evil 
of overcrowding was checked, and increased cubie space pro- 
vided for patients. Many reforms soon followed in the ad- 
ministrative and nursing departments, as well as an improved 
technic in operative surgery. Some treated their cases with 
water dressing or irrigation; some, having discarded greasy 
compounds, closed all their wounds with friar’s balsam; and 
others, after bringing together the cut integuments with strap- 
ping, used dry wool and pressure. There can be no doubt that 
greater cleanliness and new methods of treatment were intro- 
duced at this period with success, and these advances he!ped 
to prepare the surgical world for the coming of the great 
crisis when the doctrines of Lister shook the foundation and 
revolutionized the practice of surgery. Lord Lister demon- 
strated to the world the part that living organisms play in the 
production of septic diseases, and then exhibited the simple 
means by which their growth and development could be pre- 
vented. He proved that wounds could be made to heal by 
first intention, that the process of suppuration could be con- 
trolled, and that precautions easy of application would stop 
the development of septic disorders. 

RECENT ADVANCES IN SURGERY. 

Notwithstanding the great progress of medicine during re- 
cent years, the results have been less manifest than the bril- 
liant advances of modern surgery. There is no organ nor re- 
gion of the body which has not been investigated by the sur- 
seon; year by year the science has gained wider application, 
and reached a higher state of perfection by new methods of 
diagnosis and improvements in surgical technic. Only three 
and a half years ago the remarkable discovery of Professor 
Roentgen was communicated to the scientific world, and it has 
already proved of great value in surgical practice. It has 
revolutionized the old methods of military surgery, and ren- 
dered easy the location of metallic substances impacted in the 
body. It has given a fresh impulse to the study of diseases 
and deformities of the skeleton, and is an invaluable guide to 
the treatment of injuries and diseases of the epiphyses and 
Joints, We can anticipate with confidence that the treatment 
of this large group of disorders will steadily improve. 
lhe time is coming when there will be a considerable reduc- 
tion in the number of adults suffering from hernial troubles, 
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and this important result will be due to the latest improve- 
ments in radical operations. There will be a great reduction 
in the number of persons afflicted with loss of sight, the issue 
of the modern treatment of infantile ophthalmia and the cor- 
neal diseases of children, and also the early correction of errors 
of refraction. 

HANS WILIIELM MEYER. 

During the last twenty-five vears great advances have been 
made in aural surgery, und the number of deaf persons in this 
and other countries has been greatly lowered. The celebrated 
Danish physician, Dr. Hans Wilhelm Meyer, was the first to 
put his finger into the little space between the nose and the 
throat for the purpose of removing “pharyngeal vegetations.” 
It took him some years to convince the profession that these 
outgrowths were a common cause not only of loss of hearing 
and obstructed nasal respiration, but also of defective articula- 
tion and impaired mental and bodily development. It is no 
exaggeration to assert that the number of young persons who 
have been saved from life-long deafness by the removal of these 
obstructing glands amounts already to hundreds of thousands, 
and that hundreds of thousands more will be delivered from 
this terrible affliction in future times. Dr. Meyer lived just 
long enough to know that the medical world recognize the great 
value of his discovery, and to-night we desire to honor his 
memory and to record our admiration of his splendid labors. 

SEPTICEMIA. 

The experimental investigation of the causation of human 
septic disease is still far from complete. Up to the present 
time the virus of septicemia has not been isolated, although 
the bodies of infected animals must contain a very powerful 
poison. The filtrates of streptococcus cultures have ex- 
hibited very little toxic action, and there is no very satisfae- 
tory evidence of their value in the complex disorders included 
in the term “blood poisoning.” The prevention of inoculation 
through a wounded surface is now possible, but when the dis- 
order is once fully established we are practically powerless to 
overcome the wide-spread disturbance. I have no doubt that 
some of the surgical victories of the future will be won by 
bacteriologie science. At the present time we have no cure 
for sepsis when it has entered the body; still we have much 
reason to hope that a remedy will be found, and that the de- 
struction of sepsis-producing organisms within the blood and 
tissues may be at length accomplished. 

CANCER. 

The treatment of cancer and its manifold complications is 
another great field for inquiry in coming years. For some 
time a growing impression has prevailed that the disease has 
been steadily on the increase. Cancer causes about 6 or 7 per 
cent. of the total deaths of both sexes over 45 years, but these 
figures are probably rather under than over the real number. 
No doubt during the next few years the question of increase 
will be settled. Recently some investigations have been pub- 
lished suggesting that the disease is due to a parasite, and 
Mr. Plummer states that he has discovered parasitic bodies in 
1130 cases out of 1278. Local irritation is certainly a great 
factor in the development of cancer, and this may possibly be 
the channel for the entrance of the parasite. Other observers 
have suggested that the disorder is liable to recur in particu- 
lar places, and if this statement is corroborated by further 
investigation, it will certainly form a presumption in favor of 
cancer being an infective disease. A curative serum for carci- 
noma has not yet been discovered. Up to the present time sur- 
gical treatment yields the best results, and the earlier it is 
adopted the better. We look forward to the development of 
new methods of diagnosis, so that the surgeon may be able to 
recognize the seat and character of the disease in the incipient 
stage. The pathology and treatment of cancer still bristle with 
difficulties. We are anxiously waiting for more light and we 
are ready to receive it from whatever quarter it may fall upon 
us. It is at least some satisfaction to know that many of the 
best pathologists and surgeons are diligently laboring in all 
parts of the world to unfold the mysteries which still surround 
this terrible disease. 

The address concludes with remarks on the future needs and 
progress of preventive medicine, the latter of which is to be 
fought in the dwellings of the working classes and the educa- 
tion of the public in needs of sanitary cleanliness. 
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PRESENCE OF TYPHOID BACILLI IN URINE OF 
TYPHOID FEVER PATIENTS. 

Attention has already been directed in this journal’ to 
current studies on the presence of typhoid bacilli in 
the urine in typhoid fever. It has been shown that the 
bacilli may persist in the urine during and long after 
convalescence, and tnat the danger of infection from 
this source demands serious consideration. It is prob- 
ably true that up to the present time this source of infec- 
tion has been completely overlooked, and that the sys- 
tematic disinfection of the urine in typhoid fever has 
never been carried out. The observations bearing on 
this phase of typhoid fever appear to be rapidly multi- 
plying. 

In the Johns Hopkins Hospital Bulletin for June, 
Gwyn summarizes the results obtained by the previous 
observers, as follows: In perhaps from 20 to 30 per 
cent. of all cases of typhoid fever, typhoid bacilli may 
be present in the urine at some time or other. When 
present, they are usually in pure culture, often numerous 
enough to render the urine turbid and to be recognizable 
on coyer-slip examination. They generally make their 
appearance in the second and third week of the illness, 
and may persist for months and even years, in all 
probability multiplying in the bladder, the urine being 
apparently a suitable medium for their growth. 

Often there may be symptoms of cystitis and also of 
renal changes, but the urine containing bacilli generally 
presents only the characteristics of febrile urine, and the 
presence of bacilli is of no prognostic significance, their 
disappearance or persistence without inducing local 
changes being the rule. 


! See Journal, March 18 and June 17, 1599. 
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These conclusions differ somewhat from the opinion 
of Schichhold*, who examined the urine in seventeey 
cases of severe typhoid with reference to the presence o; 
typhoid bacilli. His conclusions are that the typhoid 
bacilli may be eliminated in the urine, but only when 
there are well-established lesions in the kidney substance, 
either due to typhoid bacilli or to complicating condi- 
tions. Typhoid bacilli appear in the urine shortly after 
the development of the renal lesions and without any 
reference to the appearance of rose spots, hence earlier 
when the renal changes develop abnormally early. 
Typhoid bacilli may be demonstrable in the urine during 
convalescence. The bacilli eliminated during the active 
disease appear to be strongly virulent, as shown especially 
by their behavior in the agglutination test. 

Konjajeff also held that the typhoid bacteria indicated 
the presence of lymphoid nodules in the kidney, and 
Borges regards the renal changes as necessary to allow 
bacteria to pass through. 

The work of Fiitterer, showing the almost immediate 
appearance in the gall-biadder and the urine of organ- 
isms injected into the portal and jugular veins, taken in 
conjunction with the observation that many urines con- 
taining bacilli show no evidences of renal changes, may 
be regarded as indicating that typhoid bacilli in the urine 
owe their presence therein to a process of simple secre- 
tion from the blood. (Gwyn.) 

The occurrence of several cases of cystitis in typhoid 
fever patients in the Johns Hopkins Hospital led to 
renewed attention to the urine. A number of cases were 
selected for examination for the presence of typhoid 
bacilli in the urine, hence these cases can not be used as 
data from which to figure percentages. In a series of seven 
unselected cases, positive results were obtained in three, 
i. e., in 42 per cent. In one case cystitis developed three 
months after an attack of typhoid fever, and typhoid 
bacilli were found present in abundance in the fresh 
urine. In one of the cases the number of bacilli present 
was estimated at five hundred million per cubic centi- 
meter, so that a daily amount of 1000 c.c. of urine would 
contain five hundred thousand million organisms. In 
one of the cases studied and described by Petruschky, 
he estimated that 170,000,000 bacilli were present in 
1 c.c. of the urine . These numbers indicate sufficiently 
well the grave danger of infection of water by such 
urines. 

In most of the cases studied by Gwyn there was pyuria ; 
albumin was twice present in large amount, usually only 
in traces. In the albuminous urines there were usually 
also found a few hyaline and granular casts; in one case 
the urine was otherwise perfectly normal. One case is 
remarkable because it presented a chronic cystitis of four 
years’ duration, developing shortly after an attack of 
typhoid fever; pure cultures of typhoid bacilli were 
obtained from the urine in this ease. 

Neumann’s observation that cloudy, freshly-drawn, 
acid urine in typhoid fever should be regarded as sus- 


2 Deutsche Arch, f. Klin, Med., 1899, Ba. Ixiv. p p. 505. 
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» cious is confirmed by Gwyn’s observations. In such 
eases the bacilli were detected in fresh specimens in all 
vit one case. Since typhoid bacilli are present so fre- 
vuently, and in such abundance in the urine, Gwyn very 
orreetly emphasizes that all typhoid urine should be 
disinfected before being thrown out. Great care should 
also be exercised in handling and in the routine ex- 
amination of urine in typhoid fever. Centrifugation of 
urine is usually possible, and in the absence of cultures, 
this should be earried out, and the detection by this 
means of bacilli in fresh urines in typhoid fever should 
suggest the proper antibacteriuric treatment and proper 
disinfection of the urme. 

It will be recalled, as pointed out in the Journat’, 
that Richardson has shown that irrigation of the bladder 
with bichlorid of mercury solution and the internal 
administration of urotropin, a compound of ammonia 
and formaldehyde, appear to be safe methods of re- 
moving the bacilli. In his series of cases 30 to 60 
grains of urotropin quickly removed all the bacilli. 


OPEN-AIR TREATMENT OF PHTHISIS. 

The sanitarium treatment for tuberculosis is becoming 
familiar to the profession, but is usually associated in 
one’s mind with specially favoring conditions of cli- 
mate, altitude, ete. The experience of one or two es- 
tablishments in this country, that near Boston, for exam- 
ple, has to some extent corrected these impressions, but 
they still exist and further eviaence that with ordinary 
climatie surroundings the open-air treatment can still 
be carried on, is of interest. The July number of the 
London (Eng.) Practitioner is chiefly devoted to this 
subject, the five original papers it contains being reports 
of the success of this method under what we would not 
call specially favoring natural conditions. Dr. R. W. 
Philip, who works in what the editor of the Practitioner 
calls “the most villainous climate in the kingdom,” that 
of Edinburgh, gives a tabulated statement of the number 
of hours each of his patients spent in the open air dur- 
ing a particularly inclement period of the year, Febru- 
ary, March and April. During the first two months 
there were only six days when there were over seven 
hours of sunshine, and less than a quarter of the time 
when there were only five, yet the patients were able to 
spend an average of at least five or six hours daily in 
the open air, or lie in bed at a wide open window, as was 
done in one or two instances. The results are certainly 
remarkable: improvement apparent within a week, in- 
creased appetite and better digestion, phenomenal gain 
in Weight, disappearance of cough, lessened expectora- 
tion, cessation of night sweats, improved circulation, 
reduction of body temperature, are all reported. The 
testimony of Drs. Calwell (Belfast), Burton Fanning 
and Jane Walker (Norfolk), and Rowland Thurnam, all 
hear witness to the same facts of improvement, the latter 
“ving a tabulated statement that makes consumption 
“‘ppear almost as a universally curable disorder, in every 
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ease of which a hopeful prognosis may be given. In 
only one of his twenty-four cases is there no improve- 
ment, in one the gain was in weight only, all the rest 
were actually or relatively cured or improved greatly. 

We are not accustomed to think of the climate of the 
British Islands as a specially bracing one, or as partic- 
ularly adapted to the treatment of tuberculosis, though 
its comparative mildness is an advantage. As regards 
dryness and sunshine, it is certainly far below this coun- 
try in the scale. Our rather inclement winters in the 
northern states might seem unfavorable to outdoor treat- 
ment at that season of the year, but the experience of 
the Adirondack and Catskill sanatoria shows that they 
are not an insuperable objection even where the winters 
as a rule are unusually severe. In any case we have 
within our borders almost every possible climate, but 
these British experiences are encouraging as showing 
that even comparatively unfavorable surroundings are 
no sufficient bar to the care and cure of consumptives. 
In no part of our country can it be said that open-air 
treatment is climatically beyond the reach of the poor, 
provided the proper and perfectly practicable local san- 
atoria are established. While Colorado, California and 
other mountain and seaside resorts have their special 
advantages, they are by no means a sine qua non if cures 
can be brought about as in Thurnam’s cases, by three or 
four months’ open-air treatment in a reasonabiy healthy 
country district conveniently near the great centers of 
population, which are the breeding-grounds of phthisis. 
It is one of the most hopeful signs of the present interest 
in the subject that it is bringing out facts like these. 


PSEUDORELIGION AND QUACKERY. 

As we near the end of the nineteenth century, we con- 
gratulate ourselves on the remarkable advances that have 
been made in the various branches of the medical sci- 
ences and arts. We read of these advances in medical 
journals, in the metropolitan newspapers and in the 
magazines. Diseases and various afflictions which a 
quarter of a century ago were called incurable are now 
amenable to treatment. Not only this, but what is still 
more desirable and satisfactory is that the better under- 
standing of the cause—the etiology—of many diseases 
has made these absolutely preventable. In one partic- 
ular branch of medicine is the duplex advantage of to- 
day over the past specially noticeable. The pangs of 
childbirth have been removed or lessened by the discov- 
ery of anesthetics, but what is of still more importance, 
the terrible death-rate has been eliminated. The com- 
plications and diseases heretofore incident to maternity 
have been brought within the category of not only the 
easily curable, but what is still better, the easily pre- 
ventable diseases. ‘“Childbed fever,’ the dread of the 
physician and the nightmare of terrors to the expectant 
mother, is now recognized as a “blood-poisoning,”’ a pre- 
ventable disease, and curable if taken before the system 
is saturated. These remarks are made to show one side 
of a picture; let us see the other. 
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Here in Chicago, a city which has excellent medical 
colleges with well-qualified teachers, a city which con- 
tains as scientific, as well educated, as conscientious, and 
as noble a body of medical men as any city on earth; a 
city which proudly refers to its schools, colleges, and 
universities; a city of free libraries in which are con- 
tained the best of the literature of the world; a city of 
art and culture—here in the great and enlightened me- 
tropolis of the central states of the “most enlightened na- 
tion on earth,” was enacted during the past week, what 
would have been a disgrace to the most barbarous times. 
For three days a poor woman, deluded into beliefs that 
one would suppose to be excusable only in the supersti- 
tious natives of central Africa, suffered the pangs of 
childbirth, and at the end, torn and exhausted, was al- 
lowed to lie with wounds unrepaired, and slowly absorb 
the poison, to which she finally succumbed. She was 
treated by a woman, a follower of Dowie, a member of 
his “Zion.” No physician was called in to help the poor 
woman, none of the aids which medical science has 
always ready were allowed to be used. Insetad, this 
“healer” prayed and prayed, and, after the agony of 
childbirth was over, the mother lacerated through 
neglect, was allowed to lie with her bodily needs uncared 
for, while, we presume, the “healer” prayed, prayed and 
prayed—for moncy. 

It is not pleasant to think that we are living among 
those who can calmly allow people to die in this way. 
We dislike also to remember that the intelligent legisla- 
ture of the great State of Illinois legalized such crimes 
during its session last winter. And we wish we did not 
know that such murders are being permitted in prac- 
tically every state in this enlightened country of ours. 
For while this particular class of cases appeals to the 
sentiments of the populace more than others, and as it is 
known to be preventable, still this murder by neglect is 
going on all the time. Whether it be “Christian 
Science” or Dowieism, or any other form of pseudorelig- 
ious quackery, it is a disgrace to the community that per- 
mits it under the plea of religious liberty to trifle with 
human life or human suffering. Religion, however mis- 
guided, if sincere and honest is respectable, and tolerable 
while it keeps in its own proper sphere, but these mer- 
cenary and homicidal deluders are criminal and should 
be dealt with as such. Pure religion and undefiled is 
worthy of all respect. 


DIAGNOSIS OF SMALLPOX. 

The timeliness of this seemingly trite topic is sug- 
gested by the recent prevalence of the disease, with fre- 
quent mistakes in diagnosis, and also by the collection 
of the observations of physicians on the present epidemic. 
Only a few meager reports have appeared, but they con- 
tain much that is of very great general importance. Cor- 
lett has given us the best summary that has yet appeared. 
The mistekes that have oceurred in the diagnosis of 
smallpox during the last two years have been due in 
part to the unfamiliarity of a large part of the profes- 
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sion with the lesions of the disease, but in greater part 
to a change in the type of the disease itself, consequent 
on the wide practice of vaccination. Most recent cases 
indeed are varioloid, and very few are typical smallpox 
as described in the books. Despite this, the modified 
form is every whit as dangerous to the public health, for 
at any time confluent and hemorrhagic cases may obtain 
their contagion jrom a very mild case. Mistakes have 
been made easy by the fact that so many cases have been 
sporadic and the physician had not the help of the known 
presence of infection to aid in the diagnosis. Vast num- 
bers of cases have been called chickenpox, and from 
them, lacking isolation, extensive epidemics have arisen. 
In cases as now seen there may be but few of the char- 
acteristic lesions, and they may mature early, frequently 
in ten to fourteen days. Also there may be no destruc- 
tion of the true skin as in the well-developed pock. But 
it will always be possible with thorough search to find 
a few of the typical indurated pustules that are simu- 
lated by practically no other condition. So in a sus- 
pected case, careful scrutiny of the whole body-surface 
is demanded. It is characteristic that these indurated 
bodies will not on pricking completely discharge their 
contents, and that, when by repeated pricks they are 
nearly discharged, they will be found to retain a firm 
base, raised somewhat above the level of the surround- 
ing skin. Along with an eruption some of whose com- 
ponents will exhibit these characters, there will be the 
abdominal pain and vomiting, the sudden onset, the 
chills, the headache and backache, the fever and delir- 
ium, the sweating and subsidence of fever on the appear- 
ance of the eruption, the furred tongue and fetid breath, 
and the early erythema or petechial eruption about the 
abdomen, buttocks and thighs. At times the history 
and a possible source of contagion will lend assistance. 
As thg chief confusion has been in mistaking smallpox 
for varicella, the physician should remember that many 
keen observers of long and wide experience have never 
seen a case of chickenpox in the adult. It might be a 
safe rule in some respects, to call every case in an adult 
smallpox that one feels tempted to diagnose as varicella. 
Then in varicella the lesions are superficial and never in- 
durated. They can readily be emptied by a single prick, 
each one lasts but a day or two, and they leave an ex- 
coriated skin-surface beneath, instead of a deeply at- 
tached crust. When there arises a question as between 
smallpox and scarlet fever, it is easy to remember that 
in the former the premonitory signs are more severe, 
that in the latter the erythema appears first on the chest 
and neck, and not on the abdomen and thighs as in 
smallpox. Measles has the early nasal and bronchial 
catarrh, with profuse lachrymation and injection of the 
conjunctive, and not the lumbar pain and other char- 
acters of smallpox. The eruption of measles is not 
raised or hard, and the temperature does not fall at the 
appearance of the eruption as in smallpox. Those who 
will bear these few points in mind will find their course, 
always beset with difficulty, not quite so doubtful. Be- 
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cause it is a dangerous disease, and because of late years 
‘hore have appeared among us, both by lack of vaccination 
and by lapse of time since vaccination, many susceptible 
»oysons, it is highly important to recognize the disease 


4: the earliest possible moment. 


VENTRICULAR BAND SPEECH IN HYSTERIC APHONTA. 

In this issue (p. 345) we publish an abstract of the 
article by Dr. Middlemass Hunt, in the English Jour. 
of Laryng. Rhin. and Otol., where he describes a case 
in which speech was made possible by hypertrophy of 
the ventricular bands in a case of hysteric paralysis of 
the voeal cords. The case is of interest, as he says, in 
the development of the temporary ventricular band 
speech which seemed to be Nature’s effort to meet even 
hysteric paralysis. The text-books appear to have pretty 
generally overlooked the subject from this point of view. 


INTERNATIONAL CONFERENCE ON SYPHILIS AND 
VENEREAL DISEASES. 

This conference, which, as previously noted in the 
JourNAt, is to be held in Brussels, September 4 to 8, will 
discuss the possibility of ridding society of syphilis and 
venereal disease. Next to consumption come these dis- 
eases in their direful effects on humanity, and as they 
are certainly preventable, it would seem about time that 
international action be taken in the premises. While 
radical and harsh measures may be necessary for a gen- 
eration or two, there are certainly no insurmountable 
obstacles to prevent their total elimination. Invited to 
the Conference are not only physicians, but lawyers and 
all public functionaries who are interested in the ques- 


tion. We hope and expect to see good results from the 
Conference. 


QUACKERY WINS A POINT IN IOWA. 

A local judge in Knoxville, Iowa, has declared the 
provisions of the state code in reference to the licensing 
of physicians to be unconstitutional, thus throwing over 
the state to the irregulars and quacks. The decision 
Was given in granting a writ of habeas corpus to a 
notorious “Indian” doctor who had been arrested for the 
illegal practice of medicine. The grounds of his deci- 
sion are not stated in the newspaper dispatch, and one 
cannot therefore form any judgment as to their validity, 
but the judge apparently made up his mind without 
taking any undue length of time, as the argument was 
made on Wednesday and the case decided Friday. One 
!s naturally inclined to suspect a sympathy with quacks 
in some judicial and executive decisions, and we shall 
watch for further details of the case. It is understood 
that appeal to the supreme court will be taken promptly, 
and it is to be hoped that that body will see things dif- 
ferently than does this local judge. In the meantime 
it will probably be claimed that the state is “wide open” 
‘or all sorts of unlicensed practitioners and the beauties 
of judge-made law be admired ad lib.; but it is not, for 


happily, one county judge does not make decisions for 
the whole state. 


YELLOW FEVER. 


The country was startled at the beginning of the week 
by the announcement that many cases of yellow fever 
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existed at the National Soldiers’ Home, near Hampton, 
Va., midway between Newport News and Old Point 
Comfort. Just how the disease got there is hard to un- 
derstand. One report traces the cause to an old soldier 
recently from Santiago, who entered the home in the 
early part of July; several patients were ill and one died 
before the disease was recognized. As we write, the cases 
are all confined to that locality, and as rigorous pre- 
cautions are being taken no spread of the disease is lia- 
ble to occur. While it is not an agreeable contemplation, 
still the fact remains that with all the precautions taken, 
the dread disease has found a foothold in our country; 
and that too at a place where it was least to be expected ; 
also, we might add, where it can do but little harm, for 
while the virulence of the disease seems to be severe, it 
is so far north that no serious spread, in the ordinary 
course of events, is likely to take place. At least it is 
much better that it should be as far north as it is, and es- 
pecially at a place away from the highways of commerce, 
than at New Orleans, Charleston or other southern sea- 
port towns. 


MEDICAL LEGISLATION. 

No less than 241 bills relating directly or indirectly 
to the medical profession and to questions of publie 
health are enumerated in full as to their titles, in the 
Post-Graduate, as having been presented to the New 
York Legislature during its last session. Of these, forty- 
one became laws. Probably a proportional number were 
introduced in the other state legislatures and many— 
some good, others bad—have passed. In some cases 
executive vetoes have saved the people from bad laws, 
and we regret to have to believe that in a few others they 
have not been interposed in behalf of the public welfare, 
or have been exercised to its detriment. In these days 
of general public interest in medical and sanitary mat- 
ters, and of dissemination of the little knowledge that 
is a dangerous thing, it is of the highest importance that 
the medical profession should keep watch on the meas- 
ures thus introduced. The session of a legislature is 
considered by many business men as a time of special 
peril; it should be a matter of concern to us also as 
guardians of the public health. If every legislature 
could have among its committees one on state medicine, 
largely made up of physicians, to which all bills di- 
rectly or indirectly involving medical questions could 
be committed, it would be a rational step in advance 
and save us from a vast amount of useless and harmful 
legislation. If as a profession we could combine and in- 
sure, as is certainly possible with our united influence, 
the election of a few intelligent and upright physicians 
—not mere seekers after public places—to each legisla- 
ture it would be a boon to our country and to ourselves. 


THE BRITISH MEDICAL ASSOCIATION. 


The report of the Council to the British Medical As- 
sociation shows that the number of members of the As- 
sociation last year was 17,746; during the year 1128 
new members were elected, 183 died, and 506 resigned, 
leaving a net gain of 439, or a total of 18,185. This 
membership covers the Colonial branches and is not 
limited to Great Britain. The revenue for the year end- 
ing Dec. 31, 1898, amounted to £42,924; the expendi- 
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ture including £500 written off for depreciation of plant, 
£549 for losses on subscription, amounted to a total of 
£38,188, leaving a surplus of £4736. The accumulated 
surplus, which is mostly invested in real estate, now 
amounts to £69,721. Of the British Medical Journal 
the report says: 

The high position of the Journal among the medical 
periodicals of the world has been strengthened and ex- 
tended, while its circulation has shown a satisfactory 
increase. It is read not only in every part of the United 
Kingdom, but in every colony and dependency, while 
it is recognized abroad as a chief exponent of medical 
opinion in this country. 

The prosperity of the medical profession rests primar- 
ily on the ability of its members to keep themselves 
acquainted with the rapid progress of the science and 
art of medicine, and one of the chief services which the 
Journal renders to members is the publication of original 
papers, special articles, and an epitome of foreign med- 
ical literature, which together reflect the best opinions 
and the most recent observations in medicine and the 
ancillary sciences selected with special reference to their 
bearing on practice. Tropical diseases, which are of 
interest not only to those members who practice in In- 
dia and in tropical and subtropical countries, but also, 
in these days of rapid travel and extending empire, to 
a large proportion of those who practice in the United 
Kingdom, which is the center of the world’s traffic, have 
recently demanded increased attention. By the prom- 
inence given to these subjects the Journal has contrib- 
uted in no small degree to bring about the establishment 
of schools of tropical medicine in England, an example 
which has been followed in Germany and wiil probably 
soon be followed in France. 


FAMILY FORM OF CYSTINURIA. 


The appearance of cystin in the urine has been at- 
tributed to disturbances in metabolism comparable with 
those that give rise to diabetes and gout. In support 
of this view, the appearance of the conditions in families 
and its hereditary transmission are cited as evidence. 
It has, however, been suggested that the condition arises 
in consequence of the activity of micro-organisms, as in 
some cases cadaverin and putrescin have been found in 
the urine in conjunction with cystin. Some recent ob- 
servations by Cohn* rather lend support to the former 
than the latter view. This observer reports the case of 
a girl, 714 years old, who had been operated on several 
years previous for tuberculosis of the right knee-joint. 
For a year increased frequency of micturition had been 
noticed, and pain in the region of the bladder was com- 
plained of. These symptoms had increased in severity 
within three months, and the mother had observed that 
the urine appeared turbid and emitted a disagreeable 
odor. Exploration with a sound disclosed the presence 
of a caleulus in the bladder, which rectal examination 
indicated to be the size of a walnut. Suprapubic cys- 
totomy was performed, and a friable and rough stone 
found and extracted. On chemical examination the 
calculus was found to consist of cystin, and subsequent 
examination of the urine from the patient showed that 
it also contained cystin. Investigation with regard to 
the presence of putrecin and cadaverin yielded entirely 
negative results. Further inquiry elicited the fact thas 
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of eleven other members of the family, of whom nin. 
could be examined, cystinuria was found to exist in «ix, 
but in none other than that reported could a calculus jo 
detected. 


PATHOGENIC SARCINA. 


Loewenberg,’ in a case of ozena, isolated a_patlhio- 
genic sarcina. The nasal mucus in this case was com- 
posed exclusively of polynuclear leucocytes, and an 
enormous number of packets of sarcine. The cultures 
gave rise to pure growths of sarcine. The treatment 
instituted led to complete and definite healing at the 
same time as the organisms disappeared and the fetor 
faded away. Of the usual solid media the sarcine form 
a shining moist coat, sometimes whitish, at other times 
slightly yellowish; isolated colonies resemble small 
drops of rich milk. Gelatin is not liquefied; the older 
colonies on this medium are rather yellowish. On the 
ordinary potato media it grows very luxuriously and 
forms moist white growths. In liquid media it forms 
an abundant sediment, while the fluid remains clear. In 
the cover-slip preparations from the nasal mucus of the 
patient it appeared in the form of characteristic cubical 
packages, but in the successive generations on artificial 
media it soon loses this mode of grouping, finally assum- 
ing the form of groups and masses and short chains of 
cocci; as is well known the ordinary yellow and red 
sarcine act in the same way. In the liquid media, how- 
ever, the sarcina in question rearranges itself in the 
characteristic grouping. Loewenberg finds that this 
sarcina does not correspond to any of the three prin- 
cipal varieties established by Steubenrath, namely the 
sarcina alba, variabilis, and canescens. The new sar- 
cina distinguishes itself from the others especially by 
the fact that it is pathogenic. Stubenrath, in his study 
of the genus sarcina, concluded that no sar¢cina had been | 
described as pathogenic to either man or animals. In- 
jected in the dose of 2 c.c. of a suspension in sterilized 
bouillon, into the peritoneal cavity of rabbits and guinea- 
pigs, Loewenberg’s sarcina produced death in twenty- 
four hours; there was an intense peritonitis. White 
rats, injected under the skin, died from septicemia in 
twenty-four hours, cultures from the blood giving rise to 
pure growths. Loewenberg is inclined to attribute the 
ozena to the action of this sarcina. The nasal secretion 
from the nose from which it was isolated was alkaline 
instead of neutral, as is the case ordinarily. Not having 
observed the patient when he was well, it cannot be said 
whether this alkalinity was the result of the presence 
of the sarcina or not. The fetor undoubtedly depende:! 
on the presence of the sarcina, as shown by the fact that 
when the sarcina disappeared the fetor. subsided. Thi 
cultures of the sarcina, however, did not possess any aj) 
preciable odor. 


MEDICAL BIBLIOGRAPHY. 


The discontinuance of the publication of the [nid 
Medicus is undoubtedly a medical misfortune. How 
serious a misfortune it may be time will tell, but we 
already have our comforters. In the Semaine Medica’ 
of June 28, we find a lengthy editorial review of th 
medical bibliography at the end of the nineteenth centu- 


! Berlin Klin. Woch., June 5, 1899, p, 503. 


1 Annales de l'Institut Pasteur, 1899. 
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rv. in which, after noticing the discontinuance of the 


Ty Joe Medicus and referring to the Centralblatts and 
veap-books that in a wav make up for its absence, it goes 


ou to point out its own work in the line of international 
billiography. It says, ‘actually after the disappear- 
ance of the Index Medicus from the field, the Jnterna- 
fional Bibliographical Bulletin of the Semaine Medicale 
is the only general bibliographic review, all the other 
lisis of new publications embracing only a_ special 
branch of medical science in a single country and lan- 
euage, even when qualified by the term international. 
Recently some periodic international bibliographies have 
appeared abroad, but these are monthly or quarterly 
publications, and as they are in their beginnings one 
cannot say that they will long survive. Considered as a 
retrospective bibliography with its general index con- 
stantly appearing, the bibliographic Bulletin of the 
Semaine Medicale will have a greater practical value 
_ than all the other bibliographies of the same period, in- 
cluding the Index Medicus, and even the ‘Index Cata- 
logue,’ in that it gives a complete list of the works of 
each author under his name, whether published sepa- 
rately as books or monographs or in journals, while the 
subjects are noted with the greatest precision and detail 
in their alphabetic order.” Each thinks his own the 
best, and we confess to being unconvinced of the supe- 
riority of the Semaine Medicale’s bibliography. It is 
true that the “Index Catalogue,” which we have still 
with us, is not absolutely complete, and that it publishes 
under the authors’ names only the separate reprints or 
works that may be in the surgeon-general’s library, but 
its subject catalogue is by far the fullest of anything 
that has yet been sent out. This may be readily seen by 
a comparison with the bibliography of acromegaly, given 
as a sample of the French journal, and that in the new 
series of the “Index Catalogue.” The bibliography of 
gastrostomy has not been reached in the new series of 
the “Index Catalogue,” but the incompleteness of that 
of the Semaine Medicale is shown by the lack of men- 
tion of a number of important papers and methods such 
as those of Kader and of Senn. In fact, its bibliography 
1s very Incomplete in some directions ; in examining, for 
example, several issues taken at random, we find very 
little mention of English and American literature, es- 
pecially the latter, which we cannot honestly admit, al- 
together aside from national prejudices, is so undeserv- 
ing of notice, as would thus appear. The Semaine Med- 
icale does not appear to be conscious of these omissions 
and we, therefore, take this opportunity to call its at- 
'ention to their occurrence. As a bibliography of the 
nore Important articles by French authors, the list will 
probably take first rank. German authorities are also 
not neglected. For thoroughness and completeness, 
Owe it falls far short of equaling either the Index 
M edicus or the “Index Catalogue.” The continuance of 
‘ie latter still keeps our country well ahead of all others 
‘1 this matter of medical bibliography. 


; PROFESSOR BaccELLi is winning almost as much re- 
a r n as from his scientific achievements, by the exca- 
ticns in the Roman Forum which are being carried on 


under his inspiration and direction as Minister of Pub- 
Instruetion. 
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Wledical Wews. 


_ Pror. F. MvELLER of Marburg has received a call to 
Jasle, as Immerman’s successor. 

Depication of the Houston Memorial Hospital, 
Coatesville, Pa., took place July 13. 

Dr. F. W. Paruam, New Orleans, has been elected a 
member of the American Surgical Society. 


_Dr. Norvat H. Prerce, Chicago, sailed from New 
York, July 26, to attend the International Congress of 
Otologists, in London. 


MicHarL Foster of London will deliver the next 
course of Lane Medical Lectures at Cooper Medical Col- 
lege, San Francisco, in 1900. 

Ernest Lapuace, Philadelphia, has gone to England, 
to demonstrate by invitation a new instrument before 
the British Medical Association. 


JuLy 25 the attention of the medical authorities was 
called to the occurrence of eight cases of typhoid fever 
_ the new recruits for the army at Camp Meade, 

a. 

THE NEW buildings of the College of Physicians and 
Surgeons, Baltimore, are rapidly nearing completion and 
will be ready for occupation by the beginning of the ses- 
sion. 

Pror. Kart Ewa tp, editor of the Berliner Klinische 
Wochenschrift, recently celebrated the twenty-fifth an- 
niversary of his connection with the university as privat 
docent. 

THE CENTENNIAL of the birth of Vincenz Priesznitz 
is to be celebrated at Dresden in August by an interna- 
tional exposition of appliances for hygiene and the care 
of the sick. 

SINCE THE treatment of tetanus by injection of car- 
bolic acid has been mentioned by the press, it has been 
learned that in Philadelphia at least two cases have 
been so treated, but as yet definite results can not be re- 
ported. 

THE FIRST exeminations under the new practice act 
of Illinois were held in Chicago Aug. 1 to 4. Thirty- 
four appeared for examination; five physicians, fifteen 
midwives and fourteen osteopaths. 


Proressor CERVELLO of Palermo now has a model ® 


sanatorium, constructed for him by a wealthy‘ Italian, 
with accommodations for 150 patients, to test on a large 
scale his “igazolo” formic aldehyd treatment, described 
in the JouRNAL, June 24, p. 1438. 

Henry T. Lea of Philadelphia has given an addi- 
tional donation of $8000 to the Pennsylvama Hospital 
for Epileptics, at Oakburne, for the erection of an in- 
dustrial building. A previous donation of $50,000 had 
been given this institution by Mr. Lea. 

OnE or the unpleasant incidents of the recent strike 
of the employes of the Metropolitan Street Railway Com- 
pany, New York, was an assault on a reputable physi- 
cian who was performing his professional duty in dress- 
ing the wounds of an injured non-union conductor, on 
the street. 

Ir was always been claimed that leprosy did not ex- 
ist in eastern Siberia, except among the natives, but re- 
cent advices to the Semaine Medicale announce that the 
wife of an official, a private soldier and six other persons 
have become affected with the disease since their arrival 
in the country. | 

As A RESULT of the recent examination of candidates 
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for license to practice medicine in Pennsylvania, the 
State Board of Examiners has granted certificates to 
375 out of a total of 425 who presented themselves. This 
was the largest number ever before the Board at one 
meeting. 

Reports of deaths from tetanus are still coming in. 
While nearly all cases thus far reported are the result of 
injury received on or about the Fourth of July, there are 
a number the cause of which are aside from the annual 
fireworks. One such is recorded this week in Chicago, 
the original cause being a simple flesh wound. 


Drs. S. R. OtuipHant, J. J. Archinard and Hermann 
B. Gessner are members of the faculty of the recently 
organized New Orleans College of Dentistry, filling re- 
spectively the chairs of chemistry, materia medica and 
hygiene, physiology, pathology, microscopic anatomy 
and bacteriology, anatomy and surgery. 

Dr. Atonzo GARCELON, President of the Board of 
Trustees of the AMERICAN MerpicaL AssocraATIon, has 
been ill, and confined to his bed for the past three weeks. 
Dr. Gareelon is one of the oldest, and, at the same time, 
one of the most enthusiastic members of the Assocra- 
TIoN, and his many friends we are sure are hoping for 
his early recovery. 

THE QUESTION of removal of the Municipal Hospital 
of Philadelphia to new quarters still remains quite un- 
settled. Considerable inconvenience is caused by lack 
of room, and should an epidemic of smallpox or any dis- 
ease of an infectious nature occur, it is hardly possible 
that all patients could be cared for in the hospital as it 
is at present arranged. 


In PHILADELPHIA the sum of $465.50 has been con- 
tributed during the week ending July 21, toward de- 
fraying the expenses incurred by the Children’s Week 
Association. The object of this association is to give 
an opportunity for children to enjoy a few days’ recre- 
ation away from the crowded tenement districts of the 
city, thereby lessening the infantile mortality. 

To Dr. C. ALEXANDER of Breslau has been awarded 
the prize of $60 for the best work suitable for distribu- 
tion in pamphlet form for the enlightenment of the pub- 
lic in respect to quacks, faith-healers, ete. The commit- 
tee, which includes Professors Eulenburg and Guttstadt 
of Berlin, states that fifteen works were received in com- 


@petition, all very good. Two others were awarded a 


smaller prize. 

AN EPIDEMIC of anthrax is now prevailing to a mod- 
erate extent in Bedford Co., Pa. Up to July 25, six 
deaths had occurred among horses, and two men were 
seriously ill with the disease. State Veterinarian Leon- 
ard Pearson is making a thorough investigation. The 
epidemic is thought to be due to cattle contracting the 
disease by drinking water from a tannery in which in- 
fected hides had been used last year. 

A ‘NEw research scholarship has been founded by the 
B@itish Medical Association, of the annual value of £200 
—$1000—to be known as the Ernest Hart Memorial 
Scholarship, in memory of the late editor of the British 
Medical Journal. The appointee must devote himself 
to the study of some subject connected with state med- 
icine. Dr. John W. H. Eyre has been appointed the 
first scholar. 

Tr Rebecca Smith Playhouse for Children, recently 
built in East Fairmount Park, Philadelphia, at a cost 
of many thousands of dollars, and afterward presented 
to the city, was opened to the public on July 24. The 
building is of the colonial style of architecture, with 
spacious verandas extending entirely around the struc- 
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ture. On the first floor is the superintendent’s o:tice, 
dispensary and kitchen, on the second floor a dormitory, 
playroom, sitting-room, bath-room, ete. 7 


THE SEQUEL of the Bianchini case—the pardonine of 
the wife through the petitions and efforts of the husiand 
—is as extraordinary as the case itself, in which the wife 
was condemned to five years’ solitary confinemen! on 
clinical, with absolutely no chemical, evidence that che 
had been trying to poison her husband with atropin. 
(JOURNAL, xxxii, p. 900.) Bianchini is a well-known 
Paris artist. 

Mr. Marcet BAUDOUIN entertained the French Med- 
ical Press Association after its trimestrial banquet in 
Paris, July 7, with an exhibition of original photo- 
graphic views taken by himself during his tour of this 
country. They included scenes along the Northern and 
Union Pacific railroads, and their connections between 
New York and San Francisco, and in the Yellowstone 
National Park. 


IN SEVERAL of the principal cities of Cuba there have 
been asylums for lepers who resorted to them voluntar- 
ily, but no strict isolation; during certain hours of the 
day the inmates were free to go in and out as they 
pleased. The sanitary authorities of Havana have now 
forbidden the lepers to leave the asylum and have de- 
creed that all persons affected with the disease, rich or 
poor, must henceforth reside in them. 


THE SEMICENTENNIAL of the Netherlands Association 
for the Progress of Medicine is being celebrated with a 
retrospective exposition which has collected many curi- 
ous medical and surgical relics of former ages and shows 
the great progress accomplished, especially in the treat- 
ment of the insane. Among them are the wooden clap- 
pers which lepers were compelled to carry to give warn- 
ing of their approach, and their peculiar black hats with 
white ribbons. 


THE work of our American sanitarians in Cuba is 
already bearing fruit far beyond its borders. The last 
issue of the Gaceta Medica da Bahia republishes some 
ringing lay editorials which assert that the sanifying 
of Rio Janeiro and other South American ports may pos- 
sibly prove one of the most remarkable and direct results 
of the Spanish-American War and “North American 
jingoism.” 

ENTERED on the records of the Medical Institute of 
Bavaria, according to Echo Med., July 16, is a resolu- 
tion, voted and presented to the authorities in 1836, 
protesting against the introduction of railroads into 
the country: “the rapid movement of the train cannot 
fail to produce serious mental disturbances in the brain, 
of the nature of delirium tremens.” “Persons gazing at 
a rapidly moving train are also liable to be similarly 
affected and the track should be concealed by a five-foot 
fence its entire length.” 

Oscar F. Lacxry, the first yellow fever patient \n 
this country to be treated with antitoxin serum, was ‘is- 
charged, cured, from the New York Quarantine Hos- 
pital, July 24. In commenting on the case, Dr. A. Il. 
Doty, health officer of the port, is credited with saying 
that the case was well marked and of the pronounced 
type. With his consent the serum was used subcuta- 
neously, the first injection of 25 c.c. being given about 
five hours after the patient arrived at the hospital, Ju'y 
6. Three hours later he received the second injection 
of 25 e¢.c., and four hours later a final injection of 5! 
c.c. No other treatment was given. The case was ke)t 
under close observation day and night and every detail 
carefully noted. 
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\ pirysic1an of Sparrow’s Point, a suburb of Balti- 
more, is being tried on a charge made by the State Board 
of [lealth for failure to notify the authorities of the ex- 
istonce of a case of smallpox. As this is the first prose- 
eution of the kind outside of that city, the result is re- 
garded with much interest to medical circles. 

Tle BACTERIOLOGIC department of Baltimore, under 
Dr. Royal Stokes, is saving the city thousands of dol- 
lars in the way of prophylaxis of communicable diseases. 
Examinations are made free of charge for all physicians, 
and reports sent to the sender of the specimens. In con- 
nection with the work an examiner of throats has been 
appointed to make examinations whenever deemed ex- 
pedient in the ease of school children. 


‘Tie GOVERNMENT of Colombia has officially requested 
the presence and advice of the Swedish leprologist, A. 
Hansen, in its struggle against the high tide of leprosy 
that threatens to overwhelm the land. He has not de- 
cided yet whether to undertake the task or not. The 
conditions ere by no means so favorable as in Norway, 
where the number of lepers is comparatively small and 
the government is pecuniarily equipped. It is very dif- 
ferent in Colombia, with its bankrupt and unsettled gov- 
ernment and 1 per cent. of its entire population of 
three and one-fourth millions already affected. The 
scheme for establishing a great leprosorium on the island 
of Coiba was found impracticable. A communication to 
the last Derm. Cbl. states that the disease has spread to 
a frightful extent among the wealthier white families. 

A PUBLIC subscription has been opened in France for 
the benefit of the laboratories for research in infectious 
and contagious diseases. The state allows them $25,000 
a year, which is divided among the thirty-three institu- 
tions of the kind, and the committee in charge has issued 
a strong appeal for liberal contributions, stating that any 
disaster causing loss of life meets with a generous re- 
sponse from the public, while the fact that 657 persons 
die every day from preventable diseases is regarded with 
apathy. An instance is a recent explosion in which 
fifty-three lives were lost and $60,000 was promptly 
contributed by the people throughout the country to 
relieve the suffering, while no one thought of contribut- 
ing a cent in the case of an epidemic of typhoid in a 
neighboring town at the same time, and which caused a 
hundred deaths. The amount received is already $15,- 
000, the railroads heading the list with $8,000. 


THE EXPERTS have established in the F. Maier case 
at Vienna, according to Neue Freie Presse, July 1, that 
transient mania from carbon dioxid intoxication was the 
cause of the murder, although there is only a single case 
of mania from inhalation of carbon dioxid on record, 
and none in which such a deed of violence occurred. 
lhe accused, a trusted and reliable employé of the rail- 
road for thirty-five years, 58 years of age and happily 
married, had been advised to “take a sweat” for his in- 
fluenza, and when he went to bed stuffed a rag into the 
stove-)ipe to keep the room warm as the fire was nearly 
extinct. Aroused several hours later by an approaching 
train he rushed out of doors, and the fresh air in his con- 
dition must have produced mania, as he vaguely remem- 
bers going back into the house and calling his wife and 
“ister to come out. When they failed to respond he be- 
came Turiously enraged and, seizing a razor, attacked 
them ina frenzy. The sister in an adjoining room man- 
aed to escape, but the wife’s throat was cut. Carbon 
dioxid intoxication was evident in the blood of the wife. 


| ACCORDING to a circular letter from Dr. J. N. Me- 
Cormack, secretary of the Kentucky State Board of 
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Health, the Board will hereafter refuse to recognize, as 
a basis for certificates to practice medicine, diplomas 
from any medical college which does not, in good faith, 
comply with the requirements of the Association of 
American Medical Colleges, the American Institute of 
Homeopathy and the American Eclectic Medical College 
Association, respectively, both as to preliminary educa. 
tion and four years’ course of study. This means that 
no school that graduates three-year students will be rec- 
ognized in that state hereafter. The Board provided an 
examination for three-year graduates of the present 
year, as many of the students had attended such schools 
in ignorance of its advanced requirements, but found 
this course unsatisfactory, a large percentage of the 
examinations indicating incomplete preliminary educa- 
tion as well as imperfect medical training. 


Reports of August 2 indicate that the yellow fever 
situation at the National Soldiers’ Home, near Hamp- 
ton, Va., and commented on in our editorial pages, has 
improved, with, however, 4 suspicious cases on that date, 
while 2 cases were reported at Phoebus. The announce- 
ment of yellow fever at the Home was made on July 30, 
whn it was said that 30 well-developed cases existed, 
with 7 deaths on the 29th and 3 on the 30th. The au- 
thorities at once instituted a most rigid quarantine 
along the coast and about the Home, where there are 
about 4000 old soldiers from all parts of the Union. 
On July 31 there was but one death and one new case. 
On August 1 there were 4 deaths at the Home and 2 
at Phoebus, with 6 new cases at the latter place and 1 
at Hampton. The disease is supposed to have been 
brought to the Home by an old soldier who recently vis- 
ited Santiago on leave of absence. 


Criminal Farru-Hrarine.—A recent attempt to 
practice obstetrics by means of “faith healing,” by a Chi- 
cago desciple of Dowie, may possibly prove to be an elim- 
inating factor of this masquerading sect in the State of 
Illinois. Mrs. Flanders, 2 member of the Dowie Taber- 
nacle. invoked the aid of one Mrs. Bratz, to attend her in 
the capacity of a midwife, and after a prolonged labor 
of three days a child was finally born. When several 
days had elapsed it was observed that the prayers that 
had been so effectual in the delivery of the child were of 
an opposite character in the case of the mother, who was 
steadily becoming weaker. In spite of the prayers 
and entreaties of the patient and her “divine” assistant, 
a physician was summoned July 23. When he 
arrived he found the patient in the final stages of puer- 
peral fever. She was in a semi-delirious condition ; tem- 
perature was 105.2, with very rapid pulse, tympanites 
present ; the perineum was lacerated, with a fetid dis- 
charge which permeated the entire room. The patient 
was immediately taken to St. Luke’s Hospital, where, in 
spite of all efforts she died July 27. The coroner’s in- 
quest will be held August 8, and the State Board of 
Health will probably prosecute Mrs. Bratz for practicing 
midwifery without a license. 


Menstruation by Ear.—Lermoyez has a patient who com- 
menced to menstruate with the clear, non-coagulating blood 
issuing from the right ear each month, after the usual premon- 
itory symptoms of the period. No lesion of the ear can be dis- 
covered: the tympanum is intact. After three years the 
menses occurred normally through the vagina, alternating with 
the ear, and gradually the normal menstruation has supplanted 
the aural. A slight degree of hypoesthesia of the tympanum 
and meatus and auditory anesthesia indicate auricular hys- 
teria.—-Semaine Med., July 13. 
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‘results.”—West Philadelphia Polyclinic. 


Cherapeutics. 


Therapeutics of Camphor. 


Herrgott, quoted in “Sajous’ Annual,” states that when used 
as an antigalactagogueit may be applied over the breasts in the 
form of an ointment or liniment of camphor, and the drug also 
should be given internally in doses of 1 or.2 grains (.065— 
.13 gm.) once, twice or thrice daily. : 

“In infectious diseases, the exanthemata, pleuro-pneumonia 
with meningeal symptoms, in infectious endocarditis, etc., more 
especially if the patient is in a condition of collapse, 15 to 45 
minims (.72—2.26 gm.) of a 10 per cent. solution of camphor- 
ated oil affords prompt relief, employed subcutaneously. Even 
as much as 15 grains (1 gm.) of camphor daily, far from aggra- 
vating ameliorates cerebral symptoms. From 7 to 15 grains 
(.46 gm.) produces remarkable restorative effects.” 

“In influenza, pneumonia, typhoid, bronchopneumonia, ete., 
camphorated oil yields good results, but should be administered 
before the patient is too weak; it produces an increase of arter- 
ial pressure, free expectoration, and a feeling of physical well- 
being. If given by the mouth its taste may be disguised by 
essence of peppermint. It appears to be contraindicated where 
there is great cerebral excitement.”—T'aussig. 

Camphorated oil produces the most remarkable effects in fol- 
licular angina, coryza, and acute pharyngo-laryngitis; in bron- 
chitis it is a good expectorant; in fibrinous pneumonia it di- 
minishes temperature and notably ameliorates the general con- 
dition. It is also serviceable in chloranemia and in phthisis 
during the period of softening with ulceration, night sweats, 
and hectic fever. In tuberculosis of the larynx the pains in the 
throat are notably diminished. Favorable action is likewise 
observed in hemoptysis.” —Alerander. 

“Camphor is to be recommended hypodermically in heart-fail- 
ure, preferably employing camphorated oil. In a case in which 
the patient had a number of times been absolutely pulseless and 
apparently lifeless, its use was followed by the most gratifying 

For intestinal fluxes camphor is an efficient remedy. “It is 
essential to use the strong solution or essence (spirit) of cam- 
phor, of which 3 minims (.18 gm.) should be given on a cube of 
sugar or on a crumb of breaau every few minutes. After one or 
two doses the diarrhea ceases, the pulse becomes stronger, color 
returns to the face, and the patient is on the high road to recov- 
ery. The tincture is almost equally useful in the initial rigor 
of acute specific diseases and in severe chill.”—Murrell. 


Local Treatment of Burns. 


The local treatment is to be directed toward the limitation of 
the resulting inflammation, the prevention of septic infection, 
assisting the normal elimination of the eschar, the development 
of granulations, and limitation of the deformity. In burns of 
the first degree little or no treatment may be demanded. In the 
more aggravated cases of this type the application of home 
measures, such as bicarbonate of sodium, the white of egg and 
sweet oil (equal parts), lead water and laudanum, and the vari- 
ous hot or cold means generally at the disposal of the house- 
Wives will suffice. 

Burns of the second and third degrees must be more strenu- 
ously treated. It is often a difficult problem to know which is 
the more soothing application to be advised and from which we 
may get the better result. In one case hot applications, in an- 
other cold; in some wet, and in others dry measures are to be 
employed. The vesicles, if numerous, should be untouched; but 
if only a few, they are best evacuated. The use of carbolized 
vaselin, 15 to 20 grains (1-2 gm.) to 1 ounce (31.1 gm.) 
watery solutions of carbolic acid, about 20 grains (1.3 gm.) 
to an ounce, (31.1 gm.), subnitrate of bismuth ™% to 1 dram 
(1.95—3.9 gm.) to an ounce (31.1 gin.) of ointment of zine 
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oxid or petrolatum, boric acid, either in watery saturated so)u- 
tions or ointments of either zine oxid or petrolatum in 
strengths varying from % to 2 drams (1.95—7.8 gm.) to | 
ounce (31.1 gm.) bicarbonate of soda in almost full strength, 
in ointment or watery solutions, and starch in varying pro. 
portions will usually be found very efficacious. Turpentin, 
where granulations are sluggish, will give excellent results, 
used either in full or diluted strengths, taking care not to 
produce too much stimulation. H. L. Meinnis states that 
spirits of turpentin applied to a burn of either the first, second, 
or third degree almost at once relieves the pain, while the burn 
heals. After wrapping a thin layer of absorbent cotton over 
the burn the cotton is saturated with common turpentin and 
covered with bandages. Being volatile, the turpentin evapo- 
rates, and it is therefore necessary to keep the cotton moist- 
ened with it. When there are large vesicles, they are opened 
on the second or third day. It is best to keep the spirit off the 
healthy skin if possible, to avoid the local irritation. 

Surgery of this day has placed many excellent antiseptics 
at our disposal, and there is no better application than bi- 
chlorid of mercury in the proportion of 1 grain (.065 gm.) or 
more, to 1000 parts of water and kept in constant contact, the 
dressings being made without removing the former cloths. 

Acetanilid in full strengths of powder will be found effective, 
care always being given not to apply it over too great an area 
without watching its effect. 

Ichthyol in watery solutions 1 (3.9 gm.) or more drams to 
the ounce (31.1 gm.), or in glycerin similar strength, or even 
in ointment form, with zinc oxid or. petrolatum, about 1 to 3 
iodin derivatives, such as iodol, aristol, europhen, applied 
iodin derivatives, such as iodol, aristol, europhenod, applied 
preferably in ointment, 15 to 30 grains (1-2 gm.) to the ounce 
(31.1 gm.) of petrolatum or lard are reliable measures.—/. 
Abbott Cantrell in Sajous’ Annual. 

The following prescriptions containing ichthyol are recom- 
mended by Leistikow for burns of the first and second degree: 


BURNS OF THE FIRST DEGREE. 


This powder, containing ichthyol, is the most satisfactory 
form in extensive burns of the first degree, and should be 
plentifully applied, being spread evenly over the surface. 

BURNS OF THE SECOND DEGREE. 

in extensive burns of the second degree a soft paste like the 

following is preferable: 


BURNS LIMITED TO RUBEFACTION OR VESICATION. 
Nolda recommends the following: 


Vaselin 


This is applied three or four times a day to burns limited to 
rubefaction or vesication. 
EXTENSIVE BURNS. 
“The following may be used in the treatment of extensive 
burns: 


Around the edges of the burns, after the ointment is spread, 
the aristol in powdered form is dusted. In burns of small! ex- 
tent the powder form only is employed. Cleanliness must be 
thorough whenever the dressing is changed. One of its great 
advantages is its freedom from poisonous effects. There |- 
some smarting at first, but it soon passes off.”— Walton. 
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Pericarditis. 
J. L. Lyneh advises the following mixture in pericarditis: 
R. Tinct. verati viridis 


Sodii 7 80 
Sacchari 15,50 
Aquee q. 8. 5vi_ 186/60 


\I. Sig. Tablespoonful every two or three hours. 
Thomas Stretch Dowse says the treatment must be in a 


degree palliative, and symptoms must receive special consider- 
ation and treatment as they arise. The rheumatic element 
may apparently demand the salicylates, but they must be 
civen with caution. A mixture of 


R. Liquor ammon acetatis.............. 3i 3/90 
Spts. ether 3ss. 195 
Tinct. digitalis m. V 30 


may be given every four hours. Should there be pain, 1 grain 
(.065 gm.) of the watery extract of opium may be given, with 
each dose of the mixture. Precordial distress is best relieved by 
the application of six or eight leeches. In the initial stage, 
with high fever and well-marked friction sounds, the writer 
believes in the administration of Dovers’ powder gr. iiss 
(.16 gm.) with calomel gr. 4% (.008 gm.) every four hours. 
Precordial distress is sometimes relieved by camphor liniment 
and belladonna and spongio piline wrung out of hot water and 
sprinkled with a few drops of turpentin, which may be applied 
to the chest. If the dyspnea is urgent from great distension 
of the sae with fluid, potassium iodid may be given with bark 
(cinchona) in full doses, and diuretics may be tried, with 
saline purges. This failing, paracentesis may be performed. 
The fifth left intercostal space is usually selected. An inci- 
sion is made through the skin one inch from the sternum, and 
a trocar and canula are then inserted. When pericarditis is 
secondary to ulcerative endocarditis or septicemia, brandy 
and quinin must be freely given. 


PERICARDITIS WITH EFFUSION. 


The following prescription is recommended by Kilgour for 
pericarditis with effusion: 


M. Sig. Tablespoonful every four hours. 


Deaths and Obituaries. 


{OBERT HunTER, M.D., New York University, 1846, died sud- 
denly on his hunting preserves in Cesarea, Ontario, July 29. 
He was born in Ayrshire, Scotland, seventy-six vears ago, was 
educated in Edinburgh, and then came to New York, where he 
lived for twenty years. 

L.. A. CLARK, M.D., Rockford, Ill., died July 22, after a long 
illness. Dr. Clark was born in 1849, and during the early 
seventies served as surgeon on one of the Pacific steamers be- 
tween California and China and Japan, and was at one time 
head of a smallpox hospital at San Francisco. 

JosepH Dopson Lomax, M.D., Troy, N. Y., a graduate of 
the College of Physicians and Surgeons, New York City, 1862, 
and superintendent of Marshall Infirmary, Troy, died July 22. 

CHARLES J. Mappox, M.D., Rockville, Md., died July 26 at 
the age of 80 years. The Doctor was a descendant of one of 
the earliest settlers of Maryland, and received his degree of 
A.B. from Georgetown University and of M.D. from the Uni- 
versity of Maryland. His death was the result of a fall 
received in 1891. 

J. N. Charbonnet, M.D., New Orleans, La., Tulane University 
of 1887, died July 23, at the age of 33 years....J. N. Hall, 
M.D., New Philadelphia, Ill., aged 85 years, July 28... .: Acting 
Ast. Surgeon John V. Hamilton died at Matanzas, Cuba, 
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July 26....Henry Navigo, M.D., Georgetown, Pa., July 19, 
aged 50 years....W. W. Nelson, M.D., Tabery, N. Y., July 22, 
aged 36 years....H. V. Sooter, M.D., Ibernia, Mo., July 24.... 
John F. Wolff, M.D., Philadelphia, July 24, aged 26 years..... y. 
S. Tracy, M.D., formerly of Winona, Minn., died in Honolulu 
recently. 

DEATHS ABROAD. 

V. Mihalkovies, Budapesth, noted for his works on micro- 
scopic and embryonic anatomy....Professor Herpin, Tours... . 
Professor Campos da Paz....T. B. M. Dack, M.D., Cleemore, 
Ont., a graduate of the Toronto School of Medicine, aged 35. 


Wiscellany. 


Philadelphia Mortality Statistics.—During the week end- 
ing July 29, there were 481 deaths, this being a decrease of 29 
over the previous week and an increase of 16 over the corre- 
sponding week of last year. Of the total number of deaths 
112 occurred in children under the age of 5 years. The prin- 
cipal causes of death were: apoplexy, 5; nephritis, 39; 
cholera infantum, 78; cancer, 13; tuberculosis, 51; heart dis- 
ease, 26. 

Tuberculosis Among Cattle in Canada.—The Union 
Medicale du Canada asserts that comparatively few cattle in 
Canada are affected with tuberculosis. Only 8.5 per cent, reacted 
to tuberculin, out of 10,000 animals tested at the request of the 
owners, in 1898. Generalized tuberculosis was found in but 24 
out of 33,000 slaughtered at Montreal in 1896. The severity 
of the quarantine for the European and United States markets 
has reduced the number of tuberculous animals offered for ex- 
portation, but this means that suspicious animals are retained 
for domestic use. The editorial urges the necessity of the de- 
tection of affected animals and their isolation, killing all with 
mammary or generalized infection, and keeping the rest for 
breeding and slaughtering, which would soon eradicate the 
disease without loss to the owners. 


Symptoms and Morbid Anatomy of Yellow Fever.—The 
presence in the United States of an epidemic of yellow 
fever, and the yellow fever scare which occurs from time to 
time, should stimulate us to learn and to keep at our fingers’ 
ends the more prominent and early symptoms of this disease. 
The morbid anatomy, too, is ntost essential as a diagnostic aid 
in settling disputes in doubtful cases. The bacteriologie find- 
ings, while still in doubt, may soon be cleared up, but for the 
present we will have to rely more or less on the classic symp- 
toms and the results depicted on the post-mortem table. Some 
weeks ago Major and Brigade-Surgeon D. T. Laine made a 
collective investigation of yellow fever in the Island of Cuba 
Thirty-five answers were received from physicians of note 
practicing in Havana, and two from Matanzas, relative to this 
question. In reply to the question: “What do you consider 
the most pathognomonic symptoms of yellow fever?” seventeen 
were of the opinion that pathognomonic symptoms do not ex- 
ist, and eighteen do not rely alone on one symptom, but on all 
presented in a given case. It was the opinion of the majority 
that: “The remission from the first period, followed by the 
sudden elevation of temperature of the second period, in con- 
junction with albuminuria, icterus, and hemorrhages are the 
most typical symptoms” (Med. News, Ixxv, No. 1). The symp- 
toms not classed as characteristic were black vomit, bloody 
evacuations, headache, rachialgia, congestion of the conjune- 
tive, and congestion of the face. These latter symptoms, it was 
believed, might also be present in other infectious fevers as 
well as yellow fever. It would appear, however, that with this 
opinion Guitéras does not entirely agree. A portion of the re- 
port is in accord with his belief relative to the diagnosis of 
yellow fever. In a pamphlet on yellow fever recently issued 
by the United States Marine-Hospital Service, Guitéras says: 


= 
| 367 
4 
| 
3 
i 
4 
: 


368 MISCELLANY. 


“The diagnosis of individual cases of yellow fever is in my 
opinion very easy. There is no acute febrile disease in which 
there are so many signs that may be called pathognomonic. 
The diagnosis of the disease rests upon three such symptoms, 
namely: ‘the facies, the albuminuria, and the want of corre- 
lation between the pulse and the temperature. I rely mainly 
for my diagnosis upon the facies, which I consider extremely 
characteristic. However, as I consider it my duty to convince 
the local practitioners of the existence of the disease, I make 
it a rule not to announce officially the existence of yellow fever 
until I have been able to show the presence of albumin in the 
urine (Heller’s contact method), which occurs on the second, 
third or fourth day.” In an article in Keating’s “Cyclopedia 
of Children’s Diseases,’ Guitéras states that this albuminuria 
may only persist for a few hours during the day, but careful 
search will nearly always detect its presence. He concedes 


- that albuminuria may also occur in other febrile diseases than 


yellow fever, but in none of them so constantly nor so early 
when in connection with such mild manifestations of the 
toxemia. In all such diseases the albuminuria will be found 
at the end of the first week, or during the second week. He 
lays considerable stress on the detection of jaundice early in 
the onset of the disease, speaking as follows (pamphlet on yel- 
low fever, see above): ‘The physician to whom I am showing 
the signs of the disease usually expresses surprise when I 
state that jaundice is present. It is, of course, best noticed 
in the sclerotics. The icteric hue is better seen at some dis- 
tance from the patient than when the eyes are closely in- 
spected. The jaundice of the skin is best detected by taking 
up a fold of the skin between the fingers, when the contrast 
between the yellowish, anemic skin and the surrounding con- 
gested area will become well marked. The characteristic feat- 
ure of the pulse is that while the temperature may be rising, 
the pulse will be falling. This frequently occurs on the third 
or fourth day, and the pulse in the evening may be ten beats 
slower than in the morning. In dengue the fall in the pulse- 
rate corresponds to the fall in the temperature.” 

Regarding the morbid anatomy Wasdin makes the asser- 
tion that the yellow fever cadaver has assuredly a most char- 
acteristic appearance, as follows: “All subjects dead of this 
disease bear a close resemblance to each other (Med. News, 
Ixxiii, No. 10). The body is usually quite rigid, more or less 
intensely yellow, whites of eyes yellow, hypostasis in the de- 
pendent portions of the body comes on very early, the gums are 
bloody and the anterior nares caked with blood.” In addition 
Guitéras states that the features of the cavader are somewhat 
bloated. In the abdominal cavity the most notable change from 
the normal is seen in the liver. It is at once recognized by its 
peculiar color, and Guitéras goes so far as to state that he has 
never seen it absent in an unsuspected case of yellow fever. 
It is thus described by the latter writer: “The organ is not 
enlarged. It is light in color, in which yellow predominates 
decidedly. The comparison to boxwood is a good one. In 
some cases the discoloration may appear in patches. Micro- 
scopically the evidences of fatty degeneration are present, as 
well as interstitial inflammation. The blood-vessels are empty. 
The liver cells are cloudy or decidedly fatty.” 

Wasdin describes the color of the liver as being from a light 
buff or boxwood to a dark brown. In some cases it has a nut- 
meg appearance. On section it has a pale yellow color and 
imparts to the knife a greasy stain. Both Guitéras and Was- 
din lay stress on the contents and conditions of the stomach. 
Thus the former states that the organ is inflamed, the blood- 
vessels engorged with blood, and in some places extravasations 
may be found, and the organ may contain the dark, fluid 
“black vomit,” even though ejected during life. Wasdin states 
that: “The most marked changes are found on the anterior 
surface and near the pylorus, the membrane here presenting a 
deep port wine stain from diffuse extravasation and often evi- 
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dence of free hemorrhage. After the lapse of several hours 
the mucous membrane becomes softened and many erosions are 
found. The vessels of the duodenum are swollen, hemorrhagic, 
and contain dark blood, and the whole intestinal tract shows 
minute extravasations. The intestines have a glazed appear- 
ance and are sticky to the touch, and the peritoneal fluid has a 
darkish tint.” Both writers state that the kidneys present the 
lesion of parenchymatous nephritis. There may be extravya- 
sations on the cortex, but the capsule shows no change from the 
normal, Its general appearance is “paleness,’ but incision 
shows congestion of the renal veins. At the bases of the pyra- 
mids of Malpighii, pale yellow fatty areas are seen. This 
latter change, according to Wasdin, is quite marked. The 
spleen is not altered in yellow fever; any deviation from the 
normal indicates some concurrent complication. This latter 
observation is important in excluding malaria, in which the 
organ would be enlarged. According to Guitéras the two dis- 
eases have been found to coexist in the same patient, and have 
led to mistake in diggnosing yellow fever. The adrenals are 
normal. The contents of the thoracie cavity show no special 
change except that a yellow tint is prominent. Wasdin has 
noticed considerable congestion of the vasa vasorum at the base 
of the heart, forming a tracerv over the serosa and on the walls 
of the auricles, and at times being eechymotic. 
London. 
[From our Regular Correspondent, July 15, | 

DREYFUS AND His Puysic1aN.—There is one fact in the 
later revelations of the unspeakable Dreyfus case of which we 
as a profession have a right to be proud, and that is the state- 
ment of Captain Dreyfus, in his pathetically moderate descrip- 
tion of the atrocities to which he was subjected, that he owes 
his life to a prison physician, whose name even he does not 
know, but whose emphatic protests compelled and frightened 
his brutal jailers to abandon their fiendish plan of treatment, 
which was intended to either kill or drive him insane. He it 
was who insisted on the removal of the leg-irons, and secured 
the alteration of the fence which was converting the wretched 
little hut into a veritable Black Hole of Calcutta. This took 
courage, for we must remember that the entire infamy was 
approved, if not actually devised by the Minister for the 
Colonies himself, and the doctor’s name certainly ought to be 
learned at once and placed on the roll of honor with those of 
Picquart and Zola. A profession which can make a Frenchman 
behave like a man in the Dreyfus case has something remark- 
able about it. 

PILLS BY THE BoTrLe.—A most singular cause of death was 
recorded yesterday at Bath, where a man died of perforation 
of the stomach, due to the presence of some twenty small bot- 
tles, tightly corked and sealed, and containing mercury. These 
together weighed over a pound, and had been swallowed by the 
deceased while in a state of dementia, under the impression 
that they were medici p bly pills of much potency. 

DEATH OF THE CZAREVITCH.—A melancholy medical interest 
attaches to the death of the Czarevitch, previously noted in the 
JOURNAL, that he died of the same disease as did his father 
only five years before. The hereditary influence could only 
have been of the most indirect character, as the first symptoms 
of consumption appeared in both father and son within a few 
years of each other; indeed ,the son’s condition was publicly 
admitted first, and it seemed at one time as if he were going 
to succumb before his father. 

BLACKMAILER RIGHTEOUSLY TREATED.—There is some sense 
in an honest man going to law in England; in America, alas, 
the utmost that a doctor can hope to obtain from an appear- 
ance in court against a patient is to escape with his life—and 
the privilege of paying his own costs. But in England he can 
actually get justice on the blackmailer. Dr. Davidson, of 
Gosberton, has just had this pleasure, and deserves the hearty 
thanks of our entire profession for his high-minded pluck in 
“carrying the war into Africa.” A couple of months ago he 
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received the usual note from a woman who had consulted him a 
day or two before. “Sir—Unless you do me some recompense 
for insulting me the way you did at your surgery I shall in- 
form someove else about it. It ought to be well worth £10 to 
you for me to say nothing about it.” This has a most familiar 
sound, but the sequel is a delightful novelty. Dr. Davidson 
not only rejected her demand but promptly prosecuted her as 
a blackmailer, and within a month she was found guilty and 
sentenced to twelve months’ imprisonment with hard labor, and 
most wonderful of all, by a jury. Fancy twelve unterrified 
American citizens, of the noble and chivalrous type that usual- 
ly get on our juries, passing such a sentence as this on a 
woman, and a poor woman at that, for anything she might 
have done or threatened to do to any “‘doctor feller.” We have 
known physicians in the Middle West who actually dared not 
hold any property in the state in which they lived, except a 
homestead in the name of their wife, for dread of the malprac- 
tice and other blackmail suits with which they were threat- 
ened, and which would certainly be brought, in full reliance on 
a sympathetic jury, if any trace of attachable property could 
be found. 

AppENDICITIS IN Cxassic LITERATURE.—Appendicitis has 
been given a place in classic literature at last. In an interest- 
ing note in the Guy’s Hospital Gazette, Sir Samuel Wilks 
quotes a paragraph, written by Addison—of “Addison Disease” 
fame—in 1836, giving a full and surprisingly accurate account 
of “a deep-seated abscess in the right iliae region—which arises 
in a large majority of cases from disease of the appendix ceci: 
this is often found detached in the midst of the abscess, with 
perforation at its extremity.” He even alludes to the “grape- 
seed” theory, to condemn it, on the shrewd, if slightly mistaken 
ground that the real cause of the disease is the presence of oval 
fecal concretions, containing “much limy matter.” Dr. Wilks 
also calls attention to a curious passage, referring to the 
cecum, in “Tristram Shandy.” It occurs in the famous conver- 
sation on all sort of improper anatomic matters between Dr. 
Slop and Tristram’s father, the night of his birth. “ ‘Tell me, 
Doctor, where is the blind gut?’ said my father. ‘It lies be- 
tween the ilion and the colon,’ replied Dr. Slop. ‘Is it the 
same in woman as in man?’ ‘The very same,’ said Slop. 
‘That's more than I know,’ quoth my father.” The question 
and curiously skeptical rejoinder of Shandy, Sr., is oddly sig- 
nificant, in view of the far greater frequency of “typhlitis” in 
men than in women, and as Sterne himself was a practicing 
physician, one is almost tempted to suspect that some knowl- 
edge of this clinical fact had been gained by him, or was cur- 
rent in the profession, even at that early date. 

COMPARATIVE RARITY OF APPENDICITIS IN ENGLAND.—Now 
that appendicitis has been given a respectable antiquity, per- 
haps the English practitioner will begin to recognize it official- 
ly. The difference between the frequency of appendicitis in 
England and in America is something astonishing. We have 
talked with intelligent English physicians in large practice, 
and they have assured us that they do not see three cases a 
year, and with consulting surgeons who operate almost as in- 
trequently. We can hardly believe that all this discrepancy is 
due to the greater frequency of the disease on this side of the 
Atlantic, although a decided difference is proved to exist by 
the rarity with which appendicular mischief is found in the 
‘outine autopsies at the great hospitals. Our English brethren, 
with characteristic frankness and self-depreciation, explain it 
vy the statement that appendicitis is the rage in America, and 
ve diagnose it to please our patients. Others, even more be- 
nighted, ascribe it to the fact that we eat “such a beastly lot 
ot Truit,” a weak and reprehensible habit fit only for children 
snd “furriners.” The truth probably lies between us, too great 
an enthusiasm to be fully abreast of the pathologic procession, 
on our part, and too strong a tendency to keep a safe distance 
hind it, on theirs. Possibly the mixture of nationalities, and 
changed environment, in our new country, may make our 
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atrophying appendicular “remnant” even more variable and un- 
stable. 

COMMENDABLE Courtesy.—The invitation of Clark Univer- 
sity to Ramon y Cajal, to deliver a series of lectures on the 
structure of the brain, at its centenary celebration, is widely 
commented on in England as a gratifying proof of the absolute 
internationalism of science, and as a most graceful and com- 
mendable act of courtesy to a whilom foe. 

RoyaL COLLEGE oF Surcrons.—The annual meeting of the 
Royal College of Surgeons revealed that the Council had no 
intention of granting any rights whatever to Members. <A 
new charter was asked for, simply adding the power to create 
Honorary Fellows, and the president plaintively begged the 
meeting not to cloud the glory of the coming centenary by rais- 
ing “discordant issues.” But as this was simply a graceful 
dodge to cajole the Members into remaining unrepresented un- 
til the next centenary, the meeting naturally objected, and a 
motion to return the proposed charter to the Council, with a 
statement that the powers asked for were inadequate, was car- 
ried by a large majority. 

KEROSENE AND MoSsQvuITors.—It is of interest in connection 
with the approaching expedition to Sierra Leone, to test the 
possibility of exterminating mosquitoes, to know that a test 
has just been made of the kerosene method. The water-tank of 
an Italian villa was found swarming with culex larve esti- 
mated at 400 or 500 to the bucketful. Ten drops of kerosene 
added to the bucketful killed them all in twenty minutes, and a 
few teaspoonfuls sufliced for the whole tank of 300 cubic feet 


capacity. At this proportion quite large ponds or even marshes 
may be coated at very slight expense. 

Seats FoR SHOPWOMEN.—The much-needed seats-for-shop- 
women-bill has just passed the House of Lords by a large ma- 
jority, this giving Lord Salisbury a well-deserved snub for his 
captious and unintelligent resistance to the measure. He again 
attacked it, but to no effect. 


Queries and Winor Wotes. 


DOSAGE OF CURARE. 


ANTIGO, Wis., July 26, 1899. 
To the Editor:—The enclosed was taken from the JouRNAL, and as I 
have a case of epilepsy I would like to try curare, but it seems to me the 
dose is altogether too large. Is the prescription correct? Kindly let me 
know through next week’s JOURNAL, and oblige 
Yours respectfully, M. J.D. 
ANSWER.—The clipping enclosed is taken from the JouRNAL, Jan. 7, 
1899, p. 29, and is an abstract from the Jour. de Med. de Paris, Dec. 11, 1898. 
The dose as given is unquestionably too large. The dose of curare is 
from 1-20 to '4 grain (0.0083—0.03 gm.), while that of the alkaloid curarin 
is as small as 1-200 or 1-100 grain (0.0003—0,0006 gm.) hypodermically. 


Che Public Service. 


Mevements of Army Medical Officers under orders from the 
Adjutant-General’s Office, Washington, D. C., to and including July 
27, 1899: 

F. M. Barney, acting asst.-surgeon, leave of absence granted. 

Henry H. Bradley, acting asst.-surgeon, to temporary duty in the 
camp hospital at Camp Meade, Pa.; later orders require him to proceed 
to San Francisco, Cal., for duty in the department of California. 

Robert Burns, acting asst.-surgeon, from Plymouth, N, H.. to Fort 
Ethan Allen, Vt., to accompany the 3d Cavalry to Manila. 

John R. Clark, acting asst.-surgeon, from Fort Wadsworth, N. Y., to 
San Francisco, Cal., for duty in the department of California. 

. P. D. Cleary, acting asst.-surgeon, from Fort Screven, Tybee 
Island, Ga., to Atlanta, Ga., as attendant surgeon and examiner of 
recruits. 

Charles F. Craig, acting asst.-surgeon, orders directing him to pro’ 
ceed from the Josiah Simpson Hospital, Fort Monroe, Va., to San Fran- 
cisco, Cal., are revoked and he will proceed to Havana, Cuba, for duty 
at Camp Columbia, Cuba. 

Gerry 8. Driver, acting asst.-surgeon, from Porto Rico to Fort Myer, 
Va., to accompany the 3d Cav. to Manila, P. I. 

Douglas F, Duval, lieutenant and asst.-surgeon, U.S, A., from West 

Point, N. Y., to San Francisco, Cal., for duty in the Department of Cal- 
ifornia. 
” Charles B. Ewing. captain and asst.-surgeon, U. 8. A., from Fort 
Brady, Mich., to San Francisco, Cal., to report for duty with the 3d Cav. ; 
these orders so amended as to direct him to join the said regiment at 
Seattle, Wash., on or before August 10. 

Hyman Finkelstone, acting asst.-surgeon, from New York City to Fort 
Ethan Allen, Vt., to accompany the 3d Cav. to Manila, P. I. 
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John N. Goltra, acting asst.-surgeon, from Fort Niagara, N. Y., to 
Fort Brady, Mich. 

John C. Greenewalt, lieutenant and asst.-surgeon 33d Inf. Vols., from 
Chambersburg, Pa., to Fort Sam Houston, Texas. 

William R. Hall, major and surgeon, U.S. A., from duty as attending 
surgeon, Washington, D. C., to New York City, August 15, 1899, for duty 
in the Department of the Fast; on the completion of this duty he will 
sail as a passenger on the hospital ship Missouri for duty in the Philip- 
pine Islands. 

Charles L. Heizmann, major and surgeon, U.S. A., assigned as chief 
surgeon, Department of Texas. 

John R. Hicks. acting asst.-surgeon. from Fort Crook, Neb., to Fort 
Screven, Tybee Island, Ga. 

William Reclin Kirk, acting asst.-surgeon, ieave of absence granted. 

William F. Lippitt, Jr., captain and asst.-surgeon of the U.S. A,, 
assigned temporarily as commanding officer of the general hospital at 
Washington Barracks, D.C. 

Theodore J. Lyster, acting asst.-surgeon, from Ann Arbor, Mich., to 
Havana, Cuba, for duty in the Division of Cuba. 

J.G. Marron, acting asst.-surgeon from Brainard, Neb., to San Fran- 
cisco, Cal., for duty in the Department of California. 

Louis M. Maus, major and surgeon, U.S. A... temporarily a member 
of a retiring board convened at Governor's Island, 

Willson Murray, acting asst.-surgeon, from Platte City, Mo., to Fort 
Myers, Va., to accompany the 3d Cav. to Manila. 

George J. Newgarden, captain and asst.-surgeon, U.S. A., sick leave 
extended. 

Jefferson D. Poindexter, captain and asst.-surgeon, U.S. A., relieved 
from further duty and station at Columbus Barracks, Ohio 

Ogden Rafferty, major and surgeon 27th Inf. Vols., relieved from 
further duty and station at Camp Meade, Pa. 

Henry D. Snyder, captain and asst.-surgeon, U.S. A., member of a 
board of survey on subsistence stores at Savannah, Ga. 

James B. Stockard, acting asst.-surgeon, from Burlington, N. C., to 
San Francisco, Cal., for duty in the Department of California. 

Thomas C,. Stunkard, aeting asst.-surgeon, from Terre Haute, Ind., 
to San Francisco, Cal., for duty in the Department of California. 

Frank L. R. Tetamore, acting asst.-surgeon, from Buffalo, N. Y., to 
San Francisco. Cal., for duty in the Department of California. 

William H. Tukey, acting asst.-surgeon, from Malden, Mass., to San 
Francisco, Cal., for duty in the Department of California. 

Wilfrid Turnbull, major and surgeon, Vols., leave of absence 
extended. 

Charles Wilcox, captain and asst.-surgeon, U.S. A., leave of absence 
extended. 

Charles E. Woodruff, captain and asst.-surgeon, U.S. A.,from Benicia 
Barracks, Cal., to Manila, by the first available transport. 


Movements of Navy Medical Officers.—Changes in the med- 
ical corps of the U. S. Navy for the week ending July 29, 1899: 

Surgeon L. W. Atlee, detached from the Bennington and ordered home 
via Solace, 

P. A. Surgeon G. Rothganger, detached from the Mariet/a and ordered 
home and to wait orders. 

P. A. Surgeon M. K. Johnson, detached from the naval hospital, New 
York and ordered to the Marietta, 

Asst.-.Surgeon W. M. Wheeler, when discharged from further treat- 
ment at hospital, Yokohoma, Japan, ordered home in the United States 
and to wait orders 

Asst.-Surgeon T. M. Lippitt, detached from the Svlace and ordered to 
the Baltimore, 

Asst.-Surgeon R. W. Plummer, ordered to the naval hospital, New 
York. 

Surgeon J. W. Ross, retired, granted leave for one year abroad. 

Asst.-Surgeon H. A. Dunn, detached from the Panther and ordered to 
the Washington Navy Yard. 

. A. Surgeon L. L. Von Wedekind, detached from the hospital, 
Cavite, P. J., and ordered to Mare Island, Cal. 


Marine- Hospital Changes.—Official List of Changes of Station. 
and Duties of Commissioned and Non-Commissioned Officers of the U.S. 
Marine-Hospital Service, for the seven days ended July 27, 1899. 

Surgeon F. W. Mead, to proceed. to New York City and assume tem 
porary charge of the purveying Depot. 

P. A. Surgeon H. D. Geddings, relieved temporarily from duty on the 
commission for the scientific investigation of yellow fever, and assigned 
to temporary duty in the Hygienic Laboratory. To proceed to Boston, 
Mass., for special temporary duty 

P. A. Surgeon J.C. Perry, detailed for duty j in the office of the U.S. 


Consul at Hongkong, China. 


P. A. Surgeon C. H. Gardner, to assume temporary charge of the Port 
Townsend Quarantine. 

P. A. Surgeon E, K. Sprague, granted leave of absence for 27 days 
from August 7, 1899. 

P, A. Surgeon H. W. Wickes, granted leave of absence for 30 days 
from August 6, 1899. 

Asst.-Surgeon S. R. Tabb, upon being relieved from duty at Baltimore, 
Md., to proceed to Savannah, Ga., and assume command of the service. 

Asst.-Surgeon M. H. Foster, upon being relieved from duty at Savan- 


nah, Ga., to proceed to the Port Townsend Quarantine station, and 


report to the commanding officer for duty. 

Asst.-Surgeon L. L. Lumsden, to proceed to Port Townsend, Wash., 
and assume temporary charge of the service. 

Asst.-Surgeon W. C. Billings, relieved from duty at the Immigration 
Depot and directed to report to the commanding ofticer at New York City 
for duty and assignment to quarters. 

Asst.Surgeon Carroll Fox, to report to commanding ofticer, Balti- 
more, Md., for duty and assignment to quarters. 

Asst. -Surgeon T. B, McClintic, to report to commanding officer, Cape 
Charles Quarantine, for duty and assignment to quarters. 
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Asst.-Surgeon D. H. Currie, to report to commanding officer at |. 
ville, Ky., for duty and assignment to quarters, 

Asst.- ‘Surgeon Joseph Goldberger, to report to Surgeon L. |. Will. 
iams, Immigration Depot, New York City, for duty. 

Asst.-Surgeon Wm. A. Korn, to report to commanding officer. (),, 
Ill., for duty and assignment to quarters. 

Asst.-Surgeon J. M. Holt, to report to commanding officer, St. |. ouis, 
Mo., for duty and assignment to quarters. 

Asst Surgeon F, E. Trotter, to report to Surgeen L. L. William:. Im- 
migration Depot, New York City, for duty. 

Asst.-Burgeon C, W. Vogel. to report to commanding officer, Boston, 
Mass., for temporary duty and assignment to quarters. 

Acting Asst.-Surgeon Jay Tuttle, granted leave of absence for 7 days, 

PROMOTIONS, 
Hospital Steward Henry Gahn to be hospital steward and chemist. 
Hospital Steward W. L. Stearns to be hospital steward and assistant 

chemist. 


‘ARO, 


APPOINTMENTS, 
Carroll Fox of Pennsylvania, commissioned as assistant-surzeon, 
Thomas B. McClintic of New York, commissioned as assistant-surgeon, 
Donald H. Currie of Missouri, commissioned as assistant-surgeon, 
Jos. Goldberger of Pennsylvania, commissioned as assistant-surgeon. 
William A. Korn of New Jersey, commissioned as assistant-surgeon, 
John M. Holt of New York, commissioned as assistant-surgeon. 
Frederick E, Trotter of New York, commissioned as assistant-surgeon., 
Charles W. Vogel of Maryland, commissioned as assistant-surgeon, 


Health Reports.—The following cases of smallpox, yellow fever, cholera 
and plague, have been reported to the Surgeon-General of the U. S. 
Marine-Hospital Service, during the week ended July 29, 1899: 

SMALLPOX—UNITED STATES. 

Florida: Jacksonville, July 8 to 22. 5 cases. 

Kentucky: Louisville, July 13 to 20, 10 cases. 

Louisiana: New Orleans, July 15 to 22, 1 case. 

New York: New York, July 15 to 22, 3 cases 

Ohio: Cincinnati, July 22,5 cases, 1 ik Cleveland, July 15 to 22,2 
cases; Dayton, July 15 to 22, 2. 

Pennsylvania: Pittsburg, July 15 to 22, 1 case. 

Virginia: Portsmouth, July 15 to 22,1 case. 

Washington: Spokane, July 18 to 22, 5 cases. 

SMALLPOX—FOREIGN, 

Belgium: Antwerp,July 1 to 8,3 cases, 1 death. 

Brazil: Sao Paulo, June 27, epidemic. 

China: Hongkong, May 27 to June 3, 5 cases, 1 death. 

Cuba: Santiago, July 1 to 8, 1 case. 

Greece: Athens, July 1 to 8, cases, 5 deaths. 

India: Bombay, June 20 to 27, 14 deaths. 

Mexico: Mexico, June 9 to 16. 10 cases, 5 deaths. 

Russia: Moscow, June 17 to July 1, 27 cases, 11 deaths; Warsaw, June 24 
to July 1, 3 deaths. 

Straits Settlements: Singapore, June 10 to 17, 1 death. 

Uruguay: Montevido, May 27 to June 3, 1 case. 

YELLOW FEVER. 

Brazil: Rio de Janeiro, June 9 to 16, 5 deaths. 

Colombia: Panama, June 8 to 15, 10 cases, 4 deaths. 

Cuba: Havana, July 6 to 13,2 deaths; Manxanillo. June 27,1 case in 
barracks; Santiago, June 27 to July 1,68 cases, 13 deaths. 

Mexico: Cordoba, June 27 to July 1, 17 cases, 9 deaths; Tampico, July 1 
to 7, lease, 1 death; Vera Cruz, July 13 to 20, 17 deaths. 

CHOLERA, 
India: Calcutta, June 10 to 17, 6 deaths. 
Japan: Asaka and Hiogo, June 10 to 17, 1 case, 1 death. 
PLAGUE, 

China: Hongkong, May 27 to June 3, 92 cases, 97 deaths. 

Egypt: Alexandria, July 6, one or two new cases daily. 

India: Bombay, June 20 to 27, 50 deaths; Calcutta, June 10 to 1s, 9 
deaths. 

Straits Settlements: Penang, June 10 to 17,11 cases, 8 deaths; Singa- 
pore, June 10 to 17, 1 death. 


CHANGE OF ADDRESS. 


Brown, G. M., from Davis Junction to 298 Maxwell S8t., Chicago. 

Bryan, ©. H., from 2642 Wentworth to 3080 Wabash Avenue, Chicavo. 

Brucker, C. M., from Canon City, Colo. to 1575 Yates St., Denver, Colo. 

Clark, C.G., from Pittsfield, Mass. to 317 E. 89th St., New York City. 

Church, C. G., from Marysville to Van Wert, Ohio 

Dannaker, C. oi from 120 Grand to 203 E. 12th 8t., Kansas City, Mo. 

Dorian, J. 8., from Buffalo to 6 C St., Niagara Falls, N.Y. 

Gillespie, W. J. from Philade!phia to Ambler, Pa. 

Hegele, H. W., from 201 Lincoln to 153 Robey St., Chicag 

Hamilton, G. W., from St. Mary and Elizabeth Hospt. to 615 W. Broad- 
way, Louisville, Ky. 

Jefferson, B. L., from Hayden to Steamboat Springs, Colo. 

Lester, E. S.., from Dominion to Kadesh, Va. 

Miller, W. G., from New Castle, Pa. to Angel Island, San Francisco, (a). 

McBride, M. ae from Watt to Battle, Texas. 

Price, E. M., from Rushville to Astoria, Il. 

Quillin, N., from Linton to Carp, Ind. 

Raymond, J. H., from Brooklyn, N. Y. to Box 1285, Pittsfield, Mass 

Sherrill, E. A., from Cookes Point to Hix, Texas. 

Scott, A. C., from 825 Willson Ave to Central Ave, Cor. Van Buren 1. 
Cleveland, Ohio. 

Van Duyn, A. C., from 3010 Prairie Ave to the Renfost, 52d and Cottage 
Grove Ave, Chicago. 

Watkins, G., from Lead Hill to Carrollton, Ark. 

Wallace, A. M., from 927 North Kansas Ave to 724 Kansas Ave, Topes4 
Kansas. 
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